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ORIGINAL COMMUNICATIONS. 


EFFECT OF SODIUM CACODYLATE AND ATOXYL ON EXPERIMENTAL INFEC- 
TION WITH STAPHYLOCOCCUS AUREUS. 


BY H. NEWMAYER, M.D., PHILADELPHIA. 


Ehrlich’s discovery of the arsenical prep- 
aration popularly called “606,” and its ap- 
parently wonderful effect upon infection 
with spirocheta pallida, and the good re- 
sults obtained with atoxyl in connection with 
trypanosomiasis infections, especially sleep- 
ing sickness, led me to try the effect of 
sodium cacodylate and atoxyl upon experi- 
mental bacterial infection, and staphylococ- 
cus aureus was chosen as a representative 
and convenient organism with which to 
work. 

A solution of sodium cacodylate was pre- 
pared of the strength of 1 gramme to 100 
Ce. of water, so that 1 Cc. would be equiva- 
lent to 0.01 gramme (0.15 gr.). 

A solution of atoxyl was prepared of the 
strength of 0.5 gramme to 100 Cc. of water, 
so that 1 Cc. would be equivalent to 0.005 
gramme (0.075 gr.). 

As a preliminary test of the dosage of 
sodium cacodylate and atoxyl, four rabbits 
were used. On November 18 their weights 
Rabbit No. 1, 2300 grammes; No. 
3, 1810 grammes; 


were: 
2, 2450 grammes; No. 
No. 4, 1950 grammes. 
They were given the following injections 
of drugs into the thigh muscles on Novem- 
ber 18: Rabbit No. 1, 2 Cc. sodium caco- 
dylate solution; No. 2, 1 Cc. of the same; 
No. 3, 2 Ce. atoxyl; No. 4, 1 Ce. atoxyl. 
Solutions of the above strength were 
used as initial doses, because they were 
supposedly weak enough not to cause much 
untoward effect. On November 25 all the 


rabbits had gained slightly in weight, except 
rabbit No. 4, which had only lost 60 
grammes during the week. It was 
decided to increase the dose of the drugs, 
and on November 25 the rabbits which had 
been previously injected were given the 
following injections of the drugs: 

Rabbit No. 1, 4 Cc. sodium cacodylate 
solution; No. 2, 3 Cc. of the same; No. 3, 
t Ce. atoxyl; No. 4, 3 Ce. of the same. 

Five days later (November 30) they all 
showed a distinct loss of weight. 

This caused me to decide upon 3 Cc. of 
hoth the sodium cacodylate and atoxy! solu- 
tions as an appropriate dose with which to 
work, the sublethal doses of these 
drugs for rabbits. 

Preliminary Experiment to Determine 
the Relative Virulence of Culture of Sta- 
phylococcus Aureus for Rabbits——A_ sus- 
pension of the strength of one loopful (ap- 
proximately 2 mgm.) of a 24-hour agar 
culture of staphylococcus aureus to 1 Cc. of 
0.85-per-cent sodium chloride solution was 
used, and two new rabbits were injected 
intravenously, each with the above dose, on 
November 30. 


next 


viz., 


Rabbit A died after twenty-four hours. 
Rabbit B died after four days. Cultures 
from the internal organs of both were posi- 
tive. 

THERAPEUTIC TESTS. 

Rabbits No. 1 and No. 2.—A suspension 
of one loopful of a 24-hour agar culture of 
staphylococcus aureus in 1 Cc. of 0.85-per- 
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cent sodium chloride solution was injected 
intravenously into each rabbit on Decem- 
ber 5. 

An intramuscular injection of 3 Cc. of 
the sodium cacodylate solution was given 
<laily to rabbit No. 1 on December 5, 6, 7, 
8, and 9. 

An intramuscular injection (thigh mus- 
cles) of 3 Cc. of the atoxyl solution was 
given daily to rabbit No. 2 on December 5, 
8, and 9. 

Rabbit No. 1 died at the end of a month 
(on January 5, 1911). It weighed 1320 
grammes on December 5, and on December 
24, the last day it was weighed, it weighed 
1020 grammes. 

Rabbit No. 2 died on the sixteenth day 
(December 21, 1910). It weighed 1460 
grammes on December 5, and on December 
20, the day before it died, it weighed 900 
grammes. 

Cultures from a retroperitoneal abscess 
and from the kidneys of rabbit No. 1 were 
positive. 

Cultures from the kidneys of rabbit No. 
2 were positive. 

Rabbits No. 3 and No. 4.—A suspension 
of the strength of one loopful of 24-hour 
agar culture of staphylococcus aureus in 1 
Cc. of 0.85-per-cent sodium chloride solu- 
tion was injected intravenously into each of 
two normal rabbits on December 12. 

An intramuscular injection of 3 Cc of 
the sodium cacodylate solution was given 
daily to rabbit No. 3 on December 12, 13, 
14, and 15. 

An intramuscular injection of 3 Cc. of 
the atoxyl solution was given daily to rab- 
bit No. 4 on December 12, 13, 14, and 15. 

Rabbit No. 3 weighed 1135 grammes on 
December 12, and its weight fell to 760 
grammes on December 19, on which day it 
died—i.e., after living one week. 

Rabbit No. 4 weighed 1290 grammes on 
December 12, and its weight fell to 877 
grammes on December 23; it died Decem- 
ber 24—i.e., after living twelve days. 

Cultures from the kidneys of rabbit No. 
3 were positive. 

Cultures from the kidneys and heart of 
rabbit No. 4 were positive. 
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Rabbits No. 5, No. 6, and No. 7.—Up to 
December 19, of the four rabbits, which 
had been used in these therapeutic tests, 
three were still living, and it was decided to 
try a stronger dose of the organisms. Hay- 
ing thus far used suspensions of the 
strength of one loopful of the organisms to 
1 Cc. of salt solution, it was decided to use 
next a suspension of two loopfuls of a 24- 
hour culture of staphylococcus aureus in 1 
Cc. of 0.85-per-cent sodium chloride solu- 
tion. Accordingly, on December 19, a sus- 
pension of the above strength was injected 
intravenously into each of rabbits No. 5, 
No. 6, and No. %, and rabbit No. 5 was 
kept as a control. Through accident, rabbit 
No. 5 only received 0.8 Cc. of the suspen- 
sion as an injection. 

An intramuscular injection of 3 Cc. of 
the sodium cacodylate solution was given 
daily to rabbit No. 6 on December 19, 20, 
and 21. 

An intramuscular injection of 3 Cc. of 
the atoxyl solution was given to rabbit No. 
7 on December 19 and 20. 

Rabbit No. 5, the control, weighed 1460 
grammes on December 19, and its weight 
fell to 1280 grammes on the morning of 
December 22; it died that evening—i.e., 
after living practically four days. 

Rabbit No. 6 weighed 1420 grammes on 
December 19, and its weight on December 
21 was 1300 grammes; it died on the morn- 
ing of December 22—1.e., after living three 
days. 

Rabbit No. 7 weighed 1370 grammes on 
December 19, and its weight on December 
20 was 1310 grammes; it died on December 
21—+.e., after living two days. 

Cultures from the internal organs of 
rabbit No. 5 were positive. 

Cultures from the kidneys of rabbit No. 
6 were positive. 

Cultures from the internal organs of 
rabbit No. 7 were positive. 


CONCLUSIONS. 


Of course, the results obtained from this 
experiment were not startling, nor did they 
give much hope of obtaining any great ef- 
ficiency with sodium cacodylate and atoxyl 











upon experimental infection with staphylo- 
coccus aureus; but several interesting facts 
developed, viz., that rabbits which had been 
infected with a relatively small dose of 
staphylococcus aureus (one loopful of a 24- 
hour agar culture in 1 Cc. of 0.85-per-cent 
sodium chloride solution) could have their 
lives prolonged for a period varying from 
one week (rabbit No. 3) to one month 
(rabbit No. 1) through the use of sodium 
cacodylate, and with atoxyl for a period 
varying from twelve days (rabbit No. 4) to 
sixteen days (rabbit No. 2), while without 
these drugs the rabbits which were injected 
with the same dose of the organisms died 
in one to four days. The fact that rabbit 
No. 1 lived one month was particularly in- 
teresting ; but the fact that, upon the death 
of each rabbit, cultures from one or more 
of their viscera were positive to staphylo- 
coccus aureus seemed to denote that if so- 
dium cacodylate and atoxyl had any -real 
direct effect upon the action of the organ- 
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isms, it was merely one of inhibition, or that 
a temporary arrest of virulent action took 
place. 

The results obtained with rabbits Nos. 5, 
6, and 7, when large doses of the organisms 
were used, showed that the sodium caco- 
dylate and atoxyl were totally unable to 
arrest the action of large doses of the or- 
ganisms and could not even exert an in- 
hibitory action, as had been the case with 
the smaller doses. 

If these results may be accepted as an in- 
dex of the efficiency of these arsenical prep- 
arations against bacterial infections, we 
would conclude that less can be expected 
from them than would be indicated by their 
efficiency against protozoal infections. 

I wish to thank Dr. A. C. Abbott, Direc- 
tor of the Laboratory of Hygiene, and Dr. 
Bergey for the privilege of conducting these 
experiments in the laboratory, and for sug- 
gestions and aid during the progress of the 
investigation. 





THE PRESENT STATUS OF ABDOMINAL DELIVERY IN OBSTETRIC SURGERY, 
MARKING A DISTINCT ADVANCE.! 


BY COLLIN FOULKROD, M.D., 


Obstetrician to the Maternity of the Presbyterian Hospital; Assistant Demonstrator of Obstetrics in Jefferson 
Medical College. 


It is not premature to give to this society 
a description of the position that abdominal 
delivery holds in obstetric surgery, together 
with some of the reasons for any radical 
change in our attitude toward the numer- 
ous operations by the vaginal route. 

When any new operation is proposed, or 
the field of any major operation widened, 
there is usually marked criticism from a 
lack of understanding of the reasons for the 
change. Ten years ago the operation of 
Cesarian section was reserved for those 
cases in which it was impossible for the 
patient to bear children by the pelvic route, 
because of an absolute indication in a con- 
tracted pelvis with an internal conjugate of 
7 centimeters or less; perhaps for no other 
indication excepting obstructing tumors in 
the pelvis. 





‘Read before the Jefferson Hospital Clinical Society 
meeting, held April 21, 1911. 


The operations of induction of labor, ac- 
couchement forcé, version, high forceps, 
forceps on the floating head, embryotomy, 
symphysiotomy, pubiotomy, vaginal Czsa- 
rian section, and incision of the cervix, all 
have their respective fields and their re- 
spective advocates, and have for some time, 
each in its field, occupied the stage. It 
would be a surprising statement to make 
that in ten years one operation has arisen 
to take the place of all these; yet it is nota 
flight of fancy to predict that in the next 
ten years there will be but one operation 
recognized, when the presenting part does 
not come to the pelvic floor, as the safest, 
sanest, and, to the woman, least mutilating 
and the most productive of good health 
afterward, with least danger in future 
pregnancies. The advance made in this 
direction is as rapid and as marked as that 
in any other department of surgery or 
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medicine. So markedly has Jefferson en- 
tered into the advance, through the sagacity 
and courage of her Professor of Obstetrics, 
that it seems to me that you, as a society, 
should have some knowledge of what has 
been done and what remains to be done. 

The scope of this paper is too limited to 
go into any history of the operation. We 
deal to-night only with the advanced posi- 
tion. 

1. Some of the reasons for widening the 
field. In moderate marked contrac- 
tions of the pelvis it was found that while 


and 


accurate measurements of the bony pelvis 
may be made, it is, however, impossible to 
accurately measure the child’s head before 
delivery ; and that many patients with con- 
tracted pelves, even of a marked degree, 
may have small children and easily deliver 
themselves at term. 

We then faced this problem: in a mark- 
edly contracted pelvis, to get a healthy, 
fully developed, normal child, one must al- 
low the patient to go to term and do a 
classical celiohysterotomy. In less marked 
degrees of contraction, if deliver 
themselves, we must also them to 
have a trial of labor amid the best sur- 
failing engagement, the 


many 
allow 


roundings, and, 
hest course is a classical celiohysterotomy. 

2. It is difficult to gauge accurately the 
proportion betwen the head and the pelvis, 
and a normal pelvis may, in the fifth or 
even the twelfth pregnancy, have a child 
too large to go through. We then say that 
under any circumstances the floating head, 
after a trial of labor, for reasons of dispro- 
portion, is now within the field of celio- 
hysterotomy. 

One of the most potent reasons may be 
prolonged gestation and a dense, unmolded 
head. 

3. The breech presenting in contracted 
pelvis. A diagnosis of breech presentation 
in a contracted pelvis of any degree should 
lead to the consideration of section, rather 
than induction of labor. 

There is no more distressing condition to 
womankind than the rupture by traction of 
that ring of fibrous tissue which holds the 
pelvic viscera to the brim of the pelvis. It 
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is not the levator ani tears, not the pelvic 
floor tears, nor even the cervical tears, 
speaking from the standpoint of the vaginal 
protruding part of the cervix, that produces 
the invalid, but rather those lacerations of 
the vault of the vagina reaching to the 
lower internal segment and to the pelvic 
bones at the side. 

This rupture which defies description, 
and which defies repair of the swing or 
sling that holds the uterus up, is caused by 
pulling from below any large body through 
the cervix and the brim of the pelvis. It 
cannot be caused by internal force, because 
we have retraction of the segment as part 
of the downward force. It can never be 
repaired; all our suspensions and _ plastic 
operations are only makeshifts. The cica- 
trices formed increase the pain; and the 
loss of support, even if the outlet is tight, 
allows for descent of the uterus and appen- 
dages to the pelvic floor—a distressing state 
of affairs. 

We know that the trauma and shock of 
version, of forceps to the floating head, of 
some cases of high forceps, of embryotomy, 
and of vaginal section are all greater than 
the corresponding forms of section; that, 
with rare exceptions, the danger of infec- 
tion is greater by the vaginal route; that 
the wound is cleaner by the abdominal 
route; and that in the vault tears it is abso- 
lutely impossible for any surgeon to repair, 
either primarily or secondarily, the damage 
done to the fibrous and muscular supports. 
This, then, led us to choose abdominal sec- 
tion in all cases in which the child was in 
good shape, and in which, from some dis- 
proportion, the presenting part failed to en- 
gage. 

Accurate pelvic measurements are still 
order to select these doubtful 
cases and place them in the best of sur- 


made, in 


roundings, when they fall in labor; and to 
handle and examine them as little as possi- 
ble, that the safest form of section (celio- 
hysterotomy) may be done on them as un- 
infected cases. 

!, Any race, by intermarriage, gradually 
develops the mental powers at the expense 
of the reproductive. In other words, na- 
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ture is a wise preserver of the balance. She 
does not want a race of neurotic degener- 
ates ; so, as mankind lives more luxuriously, 
the female is less and less suited to produce, 
until finally she is sterile. This has de- 
veloped in America a class of women, estim- 
able from the standpoint of their attain- 
ments, but lacking in nerve-force sufficient 
to stand the pains of labor, and in muscular 
force to expel a child; so it is a noticeable 
fact that the modern society girl must in 
75 per cent of the cases be delivered by for- 
ceps; and in a small but increasing pro- 
portion of cases she fails absolutely, be- 
cause of the weakening of these powers, to 
bring the child to a point where it can be 
delivered vaginally, even if her pelvis is 
large and the child small. 

These then are cases not of dispropor- 
tion, but rather of uterine inertia. To de- 
liver them vaginally is to plant a peck of 
trouble for the patient, and a bushel of 
seed for future gynecological operations to 
erow from. We then consider the floating 
head that remains so after a severe trial of 
labor, for any reason, in the field of section 
operation, provided that no one has inter- 
fered by the vagina. 

Induction of labor is not always an easy 
operation. In fact, in many instances, it is 
difficult, and perhaps impossible, to arouse 
the uterus to work. Premature children 
are not a desirable element in the world. 
They have lack of closure of canals and are 
easily carried away by disease. Their lack 
of development depends upon the time of 
gestation. 

5. Some patients become pregnant after 
a very tight cervical repair; or, perhaps, 
after repeated labors the cervix becomes a 
thick, dense obstacle to labor, failing utterly 
to soften and dilate within the usual time 
and course of labor. We have found deliv- 
ery in such cases much safer by the abdo- 
minal route than through either bags or a 
cervical cutting operation, provided that no 
manipulation had been practiced. 

6. Many cases of section have been re- 
ported after the old operation of ventral 
fixation ; and in some cases, when the opera- 
tor has supposedly done ventral suspension 


and some suppuration in the wound may 
cause fixation, abdominal delivery is the 
only safe delivery. 

7. For years we have struggled with the 
more severe grades of placenta previa. It 
has been but recently that repeated opera- 
tions have shown the startling fact that in 
central placenta previa celiohysterotomy not 
only may save the child, but may also save 
the life of the mother. The dilatation of a 
cervix filled with placenta and blood-ves- 
sels usually results in an uncontrollable 
hemorrhage, if done rapidly; and in the 
death of the child, and perhaps the exhaus- 
tion of the mother, if done slowly. On the 
contrary, after section there is apparently no 
hemorrhage above the average. 

8. Fibroid tumors complicating preg- 
nancy are no bar to the development of a 
full-term child; but even if they do not ob- 
struct the progress of labor, they are such a 
menace to the woman that a celiohysterec- 
tomy at term gives the very best results. 
Ovarian tumors complicating pregnancy are 
best dealt with by section and removal of 
the tumor, either before term, 
tumor alone is removed, or at term. 


when the 


9. Cancer of the cervix is safely dealt 
with only by celiohysterectomy, usually 
supravaginal. 

10. Appendicitis allowed to go to an ad- 
vanced stage may require the removal of 
the uterus at the time of the 
appendical operation, and drainage of the 


appendical abscess—a condition which is 


and _ child 


serious. 

11. The rupture of the pregnant uterus. 
whether from the strain of labor or from 
trauma produced by instruments, is most 
safely dealt celiohysterectomy, 
usually the Porro. . 

12. Badly handled cases in which there 
may be a chance of saving the child, or the 


with by 


extreme cases in which an embryotomy has 
failed, require a Porro Czsarian section. 

13. Advanced or rapidly advancing tuber- 
culosis of the lungs, or advanced carcinoma 
of the breast, when in these instances the 
patient could not stand the strain of labor, 
should be dealt with by means of a rapid 
celiohysterectomy, which may prolong the 
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patient’s life and give a viable child, of 
however questionable use in the world. 

14. In some selected cases of thyroid 
toxemia, Dr. Davis has secured brilliant re- 
sults through the medium of thyroid treat- 
ment and a celiohysterotomy at term. 

We have, then, a long list of indications: 

1. Contracted pelvis, small enough to 
give an absolute indication, and also to take 
the place of induced labor in minor degrees, 
if the patient fails to deliver herself at 
term. 

2. Any disproportion between the head 
and the pelvis, preventing engagement. 

3. Floating head, for any reason. 

4. Uterine inertia. 

5. Cervical repairs. 

6. Thick, dense, resisting, multiparous 
cervix. 

?. Uterine fixation, and sometimes sus- 
pension. 

8. Central placenta previa. 

9. Tumors of the uterus or ovaries com- 
plicating pregnancy. 

10. Cancer of the cervix. 

11. Appendicitis producing an abscess. 

12. Rupture of the uterus. 

13. Badly handled cases. 

14. Advanced tuberculosis of the lungs; 
or advanced cancer, say of the breasts. 

15. Thyroid disease. 

Technique.—Celiohysterotomy; celiohys- 
terectomy ; Porro section; a legion of other 
methods not, practiced here; suprasymphy- 
sial section, with or without abdominal- 
wall drainage, either transperitoneally or 
not ; laparo-eletrotomy. 

The widening of the field of operation has 
been due entirely to the following causes: 





The advances made in our technique. 

The existence of a corps of trained men, 
who have helped at numerous operations. 

A wider experience and better judgment 
as to what constitutes an infected case be- 
fore operation. 

Selection of cases, and selection of opera- 
tions fitting special conditions. 

During the past fifteen months at the 
Jefferson Maternity, the records show 2 
embrvotomies, 6 versions, 34 forceps, 2 in- 
duced labors, 33 sections—9 Porros, 7 celio- 
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hysterectomies, 17 celiohysterotomies. No 
symphysiotomy or pubiotomy; no vaginal 
section; no Bossi dilators used; no high 
forceps. 

A consideration of this list, together with 
the following, will be a picture of the pres- 
ent field of section: 

For absolute indication.. 2=E. C., 16.5 cm. 


For moderate contraction 
and non-engagement of 


the head............. 5=E. C., about 18 em. 
For placenta previa...... 2 
For fibroid uterus........ 1 
For compound presenta- 
OM Ach cathawouna wees 1 
For bicornate uterus and 
transverse position .... 1 


For unengaged head, from 
either disproportion or 
uterine inertia 


For dead children and 
infected utefi .......... 3 
27 
Children living and well..................005. 23 
Children still-bortt...............2...ccecccccedaces 4 
OWE: Bt SIM GROMINE cic 5c nike ce cccesccecescwwws 1 
ge er re 1 
Died at end of ten days................cceeee 1 
30 
Mother dying of pneumonia (from preéxist- 
ing bronchitis in tubercular family)......... 1 
Mother dying from septic pneumonia.......... 1 
Mother dying from retained head (Porro.)... 1 
Mother dying from retained sponge........... 1 
+ 


One of these patients died from a pre- 
existing bronchitis, coming from a tuber- 
cular house, where the husband had recent- 
ly died of tuberculosis. One death was the 
result of an accident. 

In conclusion, we believe that two points 
stand out as definite conclusions: 

1. Gynecologists have frankly acknowl- 
edged their inability to repair trauma or 
tears at the pelvic brim. Every maternity 
case demanding an operation with an un- 
molded or unengaged head which in any 
way endangers the ligamentary and fibrous 
support of the uterus and the floor of the 
abdominal cavity must, in justice to mother 
and baby, be weighed against the increas- 
ingly good results obtained by section in 
unhandled cases. 
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2. It is a mark of good obstetrics to so 
manage the cases that they may all be 
classed as uninfected, should any necessity 
arise to consider the question of section. 
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The general practitioner needs education 
along these lines, just as he needs it for the 
early diagnosis of cancer, for curettage af- 
ter abortion, etc. 





TOTAL PARALYSIS OF THE BRACHIAL PLEXUS DUE TO TRAUMATISM CAUS- 
ING EVULSION OF THE COMPONENT ROOTS OF THE PLEXUS. 


BY CHARLES K. MILLS, M.D., 


Professor of Neurology in the University of Pennsylvania. 


While the literature of traumatic lesions 
of the brachial plexus is large, this mostly 
relates to injuries to the plexus or its roots 
which have resulted in incomplete residual 
palsies and sensory disturbances of irregu- 
lar type, for example, cases occurring in 
connection with wounds, with 
fractures of the clavicle or of the humerus 
or dislocation of the shoulder, or occurring 
as palsies during delivery (so-called obstet- 
rical paralyses), or as palsies during ether 
or other forms of narcosis. 

Traumatic total paralysis, motor and sen- 
sory, of the plexus has been somewhat fre- 
quently recorded, but without much clarity 
of statement or discussion regarding the 
mechanism of the production of the paral- 
ysis. Few opportunities have been afforded 
by operation or by necropsy to determine 
exactly the nature of the lesions causing 


gunshot 


this affection. 

As regards duration, total paralysis of 
the brachial plexus due to injury is of two 
kinds. In the first place are to be noted 
those forms of total paralysis which, com- 
plete at first, under time, treatment, or 
operation make some improvement, leaving 
usually more or less paralysis of the upper 
or the lower arm type or of some irregular 
form, in these cases occasionally complete 
or almost complete recovery taking place; 
and in the second place, those in which the 
paralysis is permanent and is due in whole 
or in large part to rupture or to evulsion 
from their spinal bed of the component 
roots of the plexus. 

I have seen several instances of total 
brachial plexus paralysis, motor and sen- 


sory, of much interest, in all of which great 
suffering was present. One of these patients 
was a young man whose arm had been 
caught in a belt in a machine shop. The arm 
was broken, with some dislocation of the 
shoulder, and the roots of the brachial plex- 
us were probably ruptured or evulsed. Be- 
ginning about two inches above the elbow, 
hyperesthesia spread over a large area, in- 
cluding the left upper arm, shoulder, breast, 
side, and back in the scapular region. He 
had constant pain in that area. Below, the 
limb was anesthetic and analgesic and the 
skin was pale and smooth. Paralysis of the 
muscular supply of the plexus was nearly 
complete. The pain and hyperesthesia af- 
ter prolonged treatment were greatly les- 
sened, the paralysis remaining. Close ob- 
servation of the exact distribution of the 
anesthesia was not made in this case, which 
was seen many years ago. 

In the second case the patient was a 
sailor. His vessel in a storm was struck on 
the port side by a heavy sea, and he was 
hurled about and rendered unconscious. 
He suffered greatly afterward with pain in 
his upper arm and shoulder. When ex- 
amined by me several months later, the 
muscles of the left arm, shoulder, and pos- 
terior and lateral aspects of the chest were 
wasted. The condition was one of ad- 
vanced atrophy, involving almost every 
muscle of which the nerve supply is from 
the brachial plexus. Hyperesthesia over the 
plexus itself was marked, particularly above 
the middle of the clavicle. Below the el- 
bow anesthesia and analgesia were present. 
In both of these cases the hvyperesthesia 
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seemed to indicate direct involvement of 
some of the nerves of the plexus and ad- 
joining branches of the cervical plexus in a 
neuritis. 

Cases similar in origin to these have been 
recorded from time to time, and others in 
which the total brachial paralysis with anes- 
thesia dolorosa has been due to falls from a 
height, or to the sudden impact of some 
large body upon the upper arm and shoul- 
der of the patient, as in the case on which 
this paper is largely founded, and which 
will be presently detailed. 

Machinery accidents in which workmen 
are caught by a belt in such a way as to 
cause twisting and great traction on the 
arm are particularly liable to bring about 
complete and permanent paralysis of the 
brachial plexus. Occasionally, also, obstet- 
rical palsies are complete and permanent. 

Traumatic plexus paralysis 
should not be considered as permanent un- 
til several months have elapsed or until the 
patient presents what may be regarded as 
the absolute diagnostic symptomatology of 
paralysis due to root severance or evulsion. 
The diagnosis of cases of this description 
those due to extravertebral lesions 
will be considered later. 

This subject of traumatic total paralysis 
of the brachial plexus is of much import- 
ance from several points of view. In the 
presence of such cases the following ques- 
tions may need to be answered: What is 
the exact nature of the lesion or lesions 
causing the total paralysis? Is the case one 
of extravertebral lesion, or of root severance 
or evulsion, or of both of these combined ? 
And if so, 


brachial 


from 


Is the case an operable one? 
what should be done? Can improvement 
he brought about either in the paralysis or 
in the pain from which the victim of the 
injury is suffering ? 

G. T. R., a physician, forty-five vears 
old, while walking along a pavement in 
Pittsburg, was struck on the head. shoulder, 
and back by a man who fell from the third 
He not 
immediately unconscious and tried to assist 
the man who had fallen on him. He lapsed 
into insensibility and was taken to the Pitts- 


story of a large building. was 
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burg Homeopathic Hospital, where he re- 
mained nearly twelve weeks, under the care 
of Dr. C. P. Seip. 
hospital he was seen by a number of other 


During his stay in the 


well-known physicians and surgeons, in- 
cluding Drs. W. H. Gardner, Richard 
Brenneman, Theodore Diller, and Thomas 
M. McKennan. He was believed to be 
suffering from a severe injury of his 
brachial plexus, with the addition, probably, 
of some intraspinal lesions and of hysterical 
epiphenomena. 

The injured man was greatly shocked, 
and continued for two weeks 
tremely nervous and at times delirious state. 
Many consultations were held regarding his 
case. 

From the time of the injury the patient 
was completely paralyzed in the left upper 
extremity, which was also anesthetic in 
large part. He suffered excessive pain in 
the limb, which was continuous except 
when he was under the influence of narcotic 
remedies. For two or three weeks after the 
accident he had a facial paralysis on the 
left side, this gradually disappearing. 

A symptom of which the patient com- 
plained was “dreams,” these being evidently 
of an hallucinatory character. 

An ophthalmic examination was made 
during the patient’s stay in the hospital by 
Dr. E. Stieren, who made the following re- 
port: “No optic neuritis, nor choked disk. 
Right pupil reacts normally to light and 
accommodation, and dilates promptly under 
mydriatics. Left pupil is practically fixed 
and does not respond promptly to light and 
mydriatics. No motor disturbance of either 
eyes or lids. I believe the left cervical 
sympathetic to be affected, causing the left 
eye myosis, but can find no ocular evidence 
of cerebral pressure or irritation.” 

Numerous examinations of the patient 


in an ex- 


were made by me after he was brought 
to the hospital of the University of Penn- 
svlvania on May 12, 1910. He 
examined also by Dr. W. G. Spiller on May 
14, and on one or two other occasions. The 


was 


results of the examinations will be given as 
if made on one day, as these were largely 
completed on the first two or three days 











| 








aiter admission, some gaps being filled in 
later. 

The movements of the head to the left 
were somewhat restricted when the head 
was rotated as far as possible in this direc- 
tion, and the patient tended to carry his 
head dropped somewhat forward. Some 
pain was present in the back of the neck a 
little to the right of the median line, and 
there was some pain on pressure and per- 
cussion about the sixth and seventh cervical 
and first thoracic vertebre. 

A Roentgen-ray examination was made 
by Dr. Henry K. Pancoast, who reported as 
follows: “There is a possibility of some 
separation of the seventh cervical and first 
thoracic vertebrz on the left side. The ar- 
ticular facet of the seventh cervical verte- 
bra is more readily seen than that of the 
other vertebre. X-ray also shows atrophy 
of the head of the humerus and adjacent 
portions of the shoulder-joint. The clavicle 
is apparently intact.” 

The ophthalmic examination made by 
Dr. Maxwell Langdon gave the following 
results: ‘There is a difference in the pal- 
pebral fissures, the right being about two 
mm. wider than the left. The lid motions 
seem to be normal. The patient states that 
he had this condition previous to the acci- 
dent, and also that there has been a diver- 
gent strabismus, which is still present, 
about 15° in amount. The right pupil is 
314 mm. in diameter, normal in recation; 


/ 


the left 114 mm., normal in reaction, there 
being less response to light due to its les- 
sened dilatation. Motions are full and 
equal in all directions. Tested roughly the 
vision fields show no hemianopsia. The 
media are clear: no fundus changes, except 
a slight grayness of the disks. Vision in 
the right eye equals 4/6; in the left eve, 
4/6.” 

Inspection of the left eve gave the ap- 
pearance of a slight enophthalmos. 

No fifth or seventh nerve paralysis was 
present on either — side. Examination 
showed a complete flaccid palsy of the en- 
tire left upper extremity; no movement in 
the limb from and including the deltoid 
down. The patient could elevate the whole 
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arm, as in shrugging the shoulder, but this 
was done chiefly by the trapezius. The 
arm was somewhat wasted throughout. 

Examination for sensation in all its 
forms was made, this including the investi- 
gation of touch and pain, tactile discrimina- 
tion, heat and cold, faradic sensibility, sen- 
sibility to deep pressure, and the postural 
sense. 

All forms of sensibility were entirely lost 
below the elbow and above it to a slight dis- 
tance. Between the elbow and the shoulder 
areas of impaired and retained sensibility 
were present. 

An area of altered sensibility (touch, 
pain, temperature, etc.), merging toward 
the normal, lay between the elbow, up to 
which point the limb was totally anesthetic, 
and an irregular line, the highest limit of 
which was about 214 inches below the point 
of the shoulder on the posterolateral aspect 
of the arm. The line passed irregularly 
cownward and inward to two inches above 
the elbow on the ventrolateral aspect of the 
arm, and then diverged inward to the point 
of the elbow. 

Using the electric thermoesthesiometer at 
a temperature of 130° F. steadily, the pa- 
tient did not feel the application below the 
elbow. Above the elbow in the area of par- 
tially retained sensation (epicritic sensibil- 
ity lost) he felt it in a considerable number 
of applications as warmth or touch, never 
as extreme heat. In the shoulder and chest 
areas of normal sensibility he promptly felt 
as such the hot application. In an area 
over the external half of the scapula he was 
altogether uncertain and confused in his 
answers as regards heat and cold, some- 
times speaking of them as hot when cold, 
cold when hot, or touch when either. Test- 
ing for cold with ice-cold tubes, the answers 
for the different areas were practically the 
same as for extreme heat. The answers for 
pain were also practically the same as those 
for extreme heat and extreme cold. Drag- 
ging a pin over the area of partially re- 
tained sensation gave no peculiar sensations 
such as have been described by Head. 

Testing for tactile discrimination, the 
compass points were not felt over the area 
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of complete loss in the left arm. Over the 
area of partially retained sensation the dull 
points were felt at 234 inches, the sharp at 
134 inches; on the right arm dull points 
were felt below the elbow at % inch, sharp 
at 2/5 inch; and above the elbow dull points 
at one inch, sharp at 1% inch. 

A curious and interesting symptom was 
that the patient frequently spoke of having 
an imaginary arm. When he had pain he 
referred it to this imaginary arm. 

With regard to pain, the patient said that 
it began sometimes in the hand and some- 
times in the shoulder, and went either up 
or down the arm from the point of starting. 
It was at times of a burning character, at 
others like a sensation of coldness; occa- 
sionally it was lancinating or tearing, and 
at times the arm felt as if the bones were 
being cracked or hammered. 

The pain seemed frequently referred to 
the inner side of the left arm and the axilla. 
He had pain now and then also in the left 
side of the chest, this being usually of a 
burning character. Rubbing of the left 
side of the trunk above the nipple some- 
times produced sharp pain referred to the 
inner side of the left arm or the imaginary 
arm. 

The the 
upper extremity—von 


left 
3echterew, coraco- 
brachial, triceps, and all muscle and tendon 
jerks of the arm, forearm, and hand—were 
totally abolished. 

Examination of the right upper extrem- 
ity showed all deep and superficial reflexes 
about normal. The and tendon 
jerks were both well marked. Motion and 


reflexes of shoulder and 


muscle 


sensation were also normal. 

In the lower extremities the reflexes, es- 
pecially on the left side, were greatly ex- 
aggerated. [oot clonus was present on the 
left, but not persistent. Patellar clonus was 
present on the left side. No Babinski re- 
sponse could be elicited, but there was un- 
usual plantar irritation. At one time before 
coming to the University Hospital a Babin- 
Von Bechterew’s 
metatarsophalangeal reflex was present and 
very prompt. Power in both lower ex- 
tremities was generally preserved. 


ski reflex was observed. 
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I have recorded this case in some detail 
as it is one of the most interesting instances 
of traumatic total brachial paralysis, motor 
and sensory, which has ever come under my 
observation. In the course of my study of 
the case I was in consultation several times 
with my colleague, Dr. William G. Spiller, 
with Dr. Charles H. Frazier, professor of 
clinical surgery in the University of Penn- 
sylvania, and also with the Pittsburg physi- 
cians and surgeons who had had the patient 
under their care, and to whom I have al- 
ready referred. The exact nature and dis- 
tribution of the lesions in the case were 
somewhat difficult positively to determine. 
It was concluded that the patient had suf- 
fered from a severe lesion involving the 
cords of the brachial plexus, and also that 
in all probability the component roots of this 
plexus had been injured, and probably 
dragged from their positions in the cord. 
Some of the symptoms pointed positively 
to direct or indirect involvement of the 
spinal cord. Pressure or interference with 
the pyramidal tract of one side was indi- 
cated, for instance, by the symptoms pres- 
ent in the left lower extremity—patellar 
clonus, foot clonus and doubtful Babinski, 
early impairment of power, etc. For a short 
at least it 





time the bladder was implicated 
was necessary to catheterize the patient for 
a few days. Some irritative symptoms 
seemed to be referable to the nerve roots 
and nerves just above and just below those 
constituting the brachial plexus proper. The 
pain in the arm caused by irritation of the 
anterior part of the thorax, for instance, 
appeared to indicate involvement of the in- 
tercostohumeral nerve. 

It was believed that some hemorrhage 
into the cord or its membranes might have 
taken place in addition to the other lesions. 
The partial. separation had occurred be- 
tween the seventh cervical and first thoracic 
vertebrz on the left side. 

Besides relieving the patient’s pain and 
improving his general condition, two surgi- 
cal procedures were deemed worthy of con- 
sideration. The first unilateral 
laminectomy of one or more of the last 
three cervical vertebra and of the first thor- 


was a 











acic vertebra, with the purpose of exploring 
and of cutting some posterior nerve roots. 

The second operation was to cut down, 
with such dissection as might be necessary, 
and relieve as far as possible, the pathologi- 
cal entanglement of the plexus. Possibly it 
might be found that some nerves could be 
sutured. This second operation was not 
considered desirable or even feasible. 

It was decided to perform the unilateral 
laminectomy. It was hoped that severing 
the nerve roots immediately contiguous to 
those that were torn out might serve to 
relieve the pain from which the patient suf- 
fered, and which was the cause of his great- 
est distress; also we could not be sure until 
an exploration had been made whether the 
conditions present were or were not due 
in part at least to some removable or 
improvable intravertebral lesion such as 
hemorrhage or partial separation of the 
vertebre. 

The following is the report of the opera- 
tion as dictated by Dr. Charles H. Frazier, 
the surgeon who operated: 

Under nitrous-oxide ether anesthesia, 
preceded by a hypodermic of morphine and 
atropine, with the patient on his side, head 
elevated, a curved incision was made by 
the operator through the skin down to the 
aponeurosis, the incision beginning at the 
fourth cervical and extending to the level 
of the spinous process of the second thoracic 
vertebra. Upon reflexion of the flap a 
linear incision was made in the aponeurosis 
and the muscles separated from the spinous 
processes, and these from the fifth cervical 
to the first thoracic vertebrzee were removed, 
and also the laminz of the seventh cervical 
and first thoracic vertebre. Upon opening 
the dural sac the cerebrospinal fluid was 
found to be under considerable tension, and 
about an ounce and a half to two ounces 
was immediately removed. 

Further inspection revealed the follow- 
ing: On the left lateral aspect of the canal 
opposite the points corresponding to the 
sixth cervical and the first thoracic vertebre 


were two defects in the dura as large as a 
ten-cent piece. The posterior root of the 
first thoracic was found and divided, but the 
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anterior and posterior roots of the seventh 
and sixth cervical were absent. 

The operation was begun with the inten- 
tion of dividing the fifth, sixth, and eighth 
cervical and first thoracic roots. The first 
thoracic having been divided and the oper- 
ator then finding that the sixth and 
seventh cervical were absent, it remained 
to search for and divide the fifth 
cervical, if this were severed by the 
injury. Accordingly one-half of the 
fifth cervical lamina was removed, and the 
fifth cervical root was proved to be absent. 
With the aid of an artificial light the fourth 
cervical posterior root, lying behind the 
lamina of the fourth cervical vertebra, was 
found and divided. This root was much 
smaller than normal. 

The dural wounds were closed with con- 
tinuous catgut sutures; several interrupted 
sutures were introduced in the muscle and 
a continuous catgut suture in the aponeuro- 
sis. The cutaneous wound was closed with 
a continuous silk suture, a small cigarette 
drain having been introduced and brought 
to the surface through a stab wound. 

Résumé.—A_ unilateral laminectomy of 
the fifth and seventh cervical and first thor- 
acic vertebre; two defects in the dura dis- 
covered, evidently the result of the original 
trauma; the fifth, sixth, and seventh cervi- 
cal roots (both anterior and posterior) were 
absent, probably evulsed at the time of the 
original trauma. The fourth cervical and 
the first thoracic posterior roots were di- 
vided. 

The patient rallied in good condition from 
the severe operation, but soon after devel- 
oped high temperature and some evidences 
of a beginning pneumonia. For a short 
time his condition was apparently desperate, 
but eventually all febrile symptoms disap- 
peared and he made a good surgical recov- 
ery. His general strength improved. He 
went for a prolonged visit to a mountainous 
region in the South, where improvement 
continued and increased. His pain to some 
extent abated, but has never left him, al- 
though he does not suffer so much from the 
severe shooting, tearing, and grinding pains 
which he had before the operation. A total 
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paralysis of the left upper extremity of 
course has remained. The reflexes of the 
lower extremities have become more nearly 
normal. 

The case here recorded was evidently 
one of total paralysis of all the nerves sup- 
plied by the brachial plexus, due however, 
as operation showed, in large part at least 
to lesions of the component roots of this 
plexus. So far as careful visual and tac- 
tile examination at the time of operation 
could determine, all-of the roots of the 
plexus were evulsed by the injury from 
their spinal-cord bed. These roots were 
absent, and it was believed by the operator 
and the observers of the operation that the 
roots appearing within the sphere of the 
operation were in the upper field of view the 
fourth cervical, and in the lower the first 
thoracic. Doubtless, owing to the severity of 
the traumatism, some lesions were present 
as the result of torsion and the application 
of direct force in the branches of the plexus 
itself, but whether this were so or not the 
lesions of the roots discovered at the time 
of the unilateral laminectomy were suff- 
cient to account for the motor paralysis, 
the atrophy, the sensory, reflex, and other 
symptoms. 

In some cases in which at first total pa- 
ralysis of all the muscles supplied by the 
brachial plexus is present, after a varying 
treatment with 
douches, hot applications, the breaking up 


time under proper local 


of adhesions, massage, and electricity, a 


portion of the paralysis begins to disappear, 
and in time partial palsy of the upper or 
lower arm type, or of both, is left. In 
cases such as this it is evident that the 
spinal roots have not all been evulsed. It 
follows, therefore, that an absolute prog- 
nosis in such cases cannot be made until 
after the lapse of considerable time and 
treatment. When such time has elapsed 
and such treatment has been pursued with- 
out return of any degree of power, the 
probabilities are that the lesion has been 
one Of evulsion of the roots or of their 
complete severance from the cord. Time, 
therefore, is necessary for a positive diag- 


nosis and prognosis in cases of total brachi- 
ial plexus paralysis. Numerous instances 
of partial recovery from traumatisms in- 
volving the brachial plexus which illustrate 
this point of differential diagnosis have 
been recorded. 

As regards surgical interference for the 
relief of paralysis, atrophy, and sensory 
losses, successful operation is not possible 
when the spinal roots are all severed or 
torn out, but this may not be entirely true 
as regards the relief of pain and the im- 
provement of symptoms due to pressure on 
the cord. In addition a unilateral laminec- 
tomy in some instances may make evident 
the extent of the lesion and its possibility 
of partial relief, and does not seriously im- 
pair the patient’s chances of recovery. 

In the case here reported the unilateral 
laminectomy was valuable as a diagnostic 
measure, and resulted in no increase of 
symptoms but in some bettering of the con- 
dition of the patient as regards pain. It also 
revealed the fact that a second brachial 
plexus operation was not advisable. It de- 
termined that no suturing or anastomosis 
of nerves was likely to result favorably in 
any degree. 

A study of the area of normal sensation 
and of the extent, degree, and character of 
the anesthesia in this case, in which all the 
posterior as well as the anterior roots of 
the brachial plexus were severed from the 
neuraxis, showed that the retention of sen- 
sation was complete in the supraclavicular 
branches of the cervical plexus and also in 
the cutaneous supply of the intercostohu- 
meral or second thoracic nerve. In the 
cutaneous areas, supplied by the cir- 
cumflex and 
above the elbow, sensibility was imperfect- 
ly retained. Tactile sensation, for instance, 
was lost, but tactile discrimination and the 
heat and cold senses were imperfectly pre- 
served. Extreme heat and extreme cold 
were not felt as such, except in a very lim- 
ited space, above the elbow, but as warmth 
or touch in the area deijimited in the ac- 
count of the case. In the same area there 


was felt a sensation of less intensity than 


internal cutaneous nerve 

















pain. The retained sensation might be 
classed as an imperfect or diminished pro- 
topathic sensibility. 

Doubtless the explanation of this area of 
imperfectly preserved sensibility in the do- 
main of nerve roots that had been evulsed 
or severed must be looked for in the prin- 
ciple of overlap of sensory nerves which 
was brought out years ago by Weir. Mit- 
chell, and has been more recently demon- 
strated and elaborately studied by Head 
and his collaborators. One needs simply to 
bear in mind that even when a sensory 
nerve or its root is completely severed 
some sensibility, especially protopathic, 
may still be present in the area chiefly sup- 
plied in the normal state by the nerve or 
root cut. 

Overlap of the supraclavicular nerve 
(from the cervical plexus) is partly sup- 
plied with protopathic sensibility in the 
areas to which the circumflex and internal 
cutaneous usually furnish sensation. The 
area of the internal cutaneous, or nerve of 
Wrisburg, above the elbow probably had 
its overlapping supply from the intercosto- 
humeral. It will be recalled that in some 
instances well-defined connecting branches 
between the intercostohumeral and_ the 
nerve of Wrisburg are present, and in 
other rare cases the intercostohumeral 
completely or nearly completely takes the 
place of the nerve of Wrisburg, in so far 
as cutaneous innervation is concerned. 

In what has already been said some in- 
dication of differential diagnosis of an ex- 
travertebral peripheral from an intraspinal 
root paralysis, sensory and motor, has al- 
ready been indicated. When all the roots 
and branches of the brachial plexus are im- 
plicated the motor paralysis will be com- 
plete in both cases; the sensory paralysis 
will take on the form which has been de- 
scribed in detailing the main case of this 
paper. It will be complete in all the sen- 
sory branches with the exception of those 
which anastomose in their sensory supply 
with branches of the cervical plexus on the 
one hand, or of the thoracic nerves below the 
first on the other. This at least is the case, 
as has been shown in complete root paraly- 
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sis. An extravertebral peripheral paralysis, 
however total at the beginning, would 
be likely to show some irregular, although 
it might be slight, improvement in motor 
and sensory loss. 

Although I am not concerned in, this 
communication with traumatic partial paral- 
ysis of the brachial plexus, root and peri- 
pheral proper, it might be well to note 
here that in these partial forms a distinction 
can sometimes be made between the radicu- 
lar and the peripheral types by the differ- 
ence in the topography of the anesthesia. 
In the former, for example, it will be more 
band- or stripe-like in accordance with the 
well-known facts regarding root distribu- 
tion, while in the latter the impairment of 
sensation will follow more closely the usual 
peripheral nerve supply. Allowance, how- 
ever, must be made in both cases for over- 
lap from nerves not severed or injured. 

An interesting point for discussion is the 
probable etiology of the pains from which 
the patient has continued to suffer since the 
time of the injury, these having mitigated 
somewhat, however, since the operation. It 
might appear that the component roots, 
motor and sensory, all having been com- 
pletely evulsed from their beds, pain would 
cease to be transmitted to the paralyzed 
limb, but as a matter of fact in this case 
the patient continued to experience pain 
after the manner which has been detailed. 
It is true that at one time it seemed from 
the patient’s description that the pain was 
more or less confined in a real or imagin- 
ary arm to the intercostohumeral distribu- 
tion, but further careful investigation show- 
ed that this was not the case—at least the 
patient, so far as he could refer it at all, in 
some instances indicated the existence of 
extreme pain in parts supplied by the 
nerves whose roots were completely sev- 
ered or torn away. The continued pain in 
such a case may be due, in part at least, to 
the irritation remaining in the spinal por- 
tion of the nervous arc; in part it may be 
explained on the same principles as are 
used to account for pains and other phe- 
nomena referred to the portions of an am- 
putated limb. 





SUBACROMIAL BURSITIS.! 


BY AMERICUS R. ALLEN, M.D., CARLISLE, PA. 


This common but little known affection 
of the shoulder-joint has only within the 
past, few years received the attention that, 
from its disabling effects on the motions of 
this articulation, is its due. 

In the past it has been variously de- 
scribed as neuritis, periarthritis, subacute 
rheumatism, or muscular rheumatism of the 
joint. 

In the Boston Medical and Surgical Jour- 
nal of May 31, 1906, Codman, in his classi- 
cal article on “Stiff and Painful Shoulders,” 
fully described this affection, and classified 
the different article 
read before the 1908 meeting of the Mass- 


stages. Later in an 
achusetts Medical Society he reviewed and 
corrected his former article, under the head- 
ing of “Bursitis Subacromialis.” Painter of 
Boston and Baer of Johns Hopkins also 
have published articles upon this subject, 
hut Codman’s description of the affection 
is the most complete and satisfactory to 
date. 

The etiology, pathology, symptoms, etc., 
have been so fully covered by these men 
that it may seem presumptuous to again 
bring the subject before you; nevertheless 
the importance of this affection, and the 
disabling effect it has upon the patient, 
especially upon the earning capacity, and 
the suffering it causes, are a sufficient ex- 
cuse. 

The anatomy as given in the text-books 
is meager and unsatisfactory; many only 
give it a passing notice, and dismiss it with 
two or three lines. It is a synovial sac un- 
derlying the deltoid muscle, covering the 
articulation and extending over and at- 
tached to the tuberosity of the humerus and 
the tendinous expansion of the supra- 
spinatus. 

It is, however, an important element in 
the movements of the joint, and when 
thickened or adhesions form in the sac it 
interferes materially with the movements 
of the joint, as the thickening of the walls 


1Read before the Pennsylvania State Medical Associ- 


Section on Surgery, October, 1910. 


ation, 


or adhesions within the sac prevent the 
sliding of the inner surface of the burse 
over One another and the passage of the 
portions of its walls under the coraco- 
acromial ligament; or if it does pass under 
the ligament, it causes severe pain by pinch- 
ing the inflamed walls by the head of the 
humerus and the coracoacromial ligament, 
so that the patient limits the radius of 
movement rather than suffer the pain. 

The causes leading up to the affection 
are sepsis, traumatism, and non-use or fixa- 
tion. 

Septic cases may cause an inflammation 
of this sac, which is likely to follow acute 
rheumatism, gonorrhea, grippe, and tuber- 
cular affections of the shoulder. The ma- 
jority of cases, however, are due to trau- 
matism, such as falls or blows upon the 
point of the shoulder; sudden muscular ex- 
ertion, as in the effort to prevent a fall; a 
misapplied bandage; overuse, as in the 
glass arm of a baseball pitcher; the unac- 
customed use, as throwing or pitching of 
a ball without proper training. In one in- 
stance I can recall the condition 
brought about when riding in an automo- 
bile with the arm extended over the back 
of the seat and a sudden bump occurred; 
the arm was stiffened with the hand fixed, 
causing a bruising of the bursz as the per- 
son came‘ back to the seat. 

The condition often follows fixation or 
non-use of the arm from the treatment of 
previous affections, such as fractures and 


was 


dislocations of the shoulder, arm, and el- 
bow, unless passive motion is used; also 
operations upon the breast and arm with 
the arm in a fixed position. 

I have seen the affection follow a partial 
hemiplegia in which the arm and face were 
involved, requiring the use of an anesthetic 
and the breaking up of the adhesions and 
abduction of the arm. In the chronic cases 
an acute exacerbation may follow an expos- 
ure to a draught of cold air when over- 
heated, as I myself have experienced. 




















The pathological conditions present in 
these cases, according to Codman, are: 

1. A staphylococcus infection with thick- 
ening of the walls; these have a dark vel- 
vety appearance resembling conditions 
found in a septic knee-joint. 

2. An excess of serum, thickening of the 
lining membrane, which is slightly red- 
dened with numerous adhesions, some of 
which are stretched into bands binding the 
walls together. 

3. Fine fibrinous adhesions that prevent 
abduction. 

4. A traumatic partial rupture of the 
supraspinatus muscle. 

5. A spasm fracture at the tip of the 
tuberosity at the insertion of the supra- 
spinatus. 

6. A deposit of lime salts or of cheesy 
matter in or under the base of the bursz 
as described by Painter and Baer. 

The symptoms presenting in these cases 
are fairly constant. 

There is pain or pressure on the point of 
the shoulder. This point of pain disap- 
pears when the arm is abducted, as the in- 
flamed bursz disappear under the coraco- 
acromial ligament. This point has been 
fully described by Dawbarn, and is called 
Dawbarn’s point by Codman. There is a 
dull aching pain down the arm and at the 
point of the insertion of the deltoid, along 
the distribution of the external or internal 
cutaneous nerve to the external condyle. 
This pain and aching sometimes extends 
along the outer side of the forearm as far 
down as the wrist and fingers. It is ex- 
ceedingly annoying at night, and it is al- 
most impossible to get a comfortable posi- 
tion, especially in the acute cases. In the 
subacute cases it is impossible to lie on the 
affected side. In cases in which there are 
fibrous adhesions and in the acute cases 
there is limitation of motion in abduction ; 
this limitation is usually about 10 degrees 
when, owing to the muscular spasms in- 
duced, the arm is abducted at the expense 
of the scapula. The motions of rotation 
are painful, and there is inability to prop- 
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erly direct the movements of the arm when 
extended. This pain is only felt in certain 
motions, as when the tip of the tuberosity 
passes under the acromion. This pain is 
not constant, but is generally produced, as 
Codman states, by rotary or pushing mo- 
tions. 

In long-continued cases there is some 
atrophy of the deltoid muscle, chiefly de- 
pendent upon its non-use. 

A fairly constant symptom, especially in 
the subacute and chronic cases, is a sudden 
click or slip that may be heard or felt when 
the arm is abducted to an extreme position, 
and again when lowering it in abduction. 

You will find as you become familiar 
with these cases that the causes are many, 
the pathological conditions not constant; 
but that the suffering is real and that re- 
lief to the patient is of paramount import- 
ance. They will try your patience to the 
utmost, but eventually with time and care, 
and in some cases operation, they will 
eventually be relieved. 


PUERPERAL SEPSIS: ITS PREVENTION 
AND TREATMENT. 

WHITEHOUSE writing in the Birmingham 
Medical Review of April 15, 1911, says he 
is glad to be able to state that the habitual 
use of gloves in midwifery is on the in- 
crease. Many practitioners with large 
practices have asserted that they now al- 
ways employ them. When a case of sepsis 
occurs, in spite of all precautions, it is a 
source of great consolation for the prac- 
titioner to feel that he has done all in his 
power and left no stone unturned. This 
applies with even greater force to the mid- 
wife or nurse in charge of a case, and it is 
to be hoped that the new generation of 
women undertaking these duties sufficiently 
appreciate their responsibility. The days of 
“Gamp” are passed, but it is very question- 
able even now whether proper antisepsis or 
asepsis is observed. This in part might be 
aided by the universal employment of 
gloves by all midwives and nurses. Gloves, 
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of course, are open to the objection that 
they may act as a cloak to insufficient 
sterilization of the hands, and care must be 
taken that they never become a mere fetish. 
Their more general use, however, is cer- 
tainly a step in the right direction, and is 
an indication of the mark of progress in 
general midwifery. 

Objections to gloves have been urged on 
the plea that intra-uterine manipulations 
are much more difficult, and that portions 
of membranes especially are liable to be 
left behind. Experience only is necessary 
to remove this objection, and one need only 
point to their successful employment in 
the delicate operations of general surgery. 
It has also been pointed out that in some 
clinics, especially Basle, where the morbid- 
ity is extremely low, no gloves are in use. 
The author points out again here that such 
perfection as exists in continental clinics 
cannot be compared with the conditions 
present with the average poor patient in his 
country ; and that although gloves may not 
be perfect, they certainly do secure some 
protection from the organisms on the ex- 
amining hand. 

A careful sterilization of the external 
organs and adjacent skin area is without 
doubt of considerable importance in the 
prevention of sepsis. We appreciate this in 
performing any surgical procedure on the 
uterus, and yet how often it is avoided in 
the physiological operation of labor! The 
folds of the vulva always contain a variety 
of organisms, and these are a potential 
source of infection, each time a vaginal ex- 
amination is made. It is not necessary that 
the parts should be shaved or that any ir- 
ritants such as alcoholic solutions be used; 
but the author strongly recommends a pre- 
liminary cleaning of the vulva, thighs, and 
lower abdomen with soap and warm water, 
followed by a liberal application of some 
antiseptic, such as lysol 2 per cent, or mer- 
cury perchloride (1 to 2000). It is advis- 


able that a pad saturated in the same solu- 
tion be placed in contact with the vulva 
throughout labor. 

It will be noted that no mention is made 
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of cleansing the vagina. In normal labor 
this is not required, as the virulence of any 
organism is attenuated during the later 
months of pregnancy by the secretions in 
the vagina. Douching tends to destroy the 
germicidal properties of this secretion ; and, 
furthermore, organisms may be carried into 
the uterus. That the contents of an ante- 
partum douche may enter the uterine cavity 
is well illustrated by a case recently brought 
before the Paris Obstetrical Society by 
Marioton. An injection of potassium per- 
manganate was administered by a midwife 
to a primipara suffering from gonococcal 
vaginitis, when the cervix was dilated for 
2 to 3 centimeters. The labor terminated 
nine hours later with the birth of a recently 
dead child, whose vertex, hands, and thorax 
were deeply stained by the permanganate 
solution. The cord, inner surface of the 
amnion, and placenta also showed evidence 
of contact with the contents of the douche. 

Even if a purulent vaginitis is present 
the author believes it to be better practice to 
swab the vagina with some antiseptic than 
to administer a liberal douche, as is com- 
monly done. 

The only exceptions he would make are 
cases in which amniotic infection is prob- 
able, as shown by antepartum pyrexia of 
101° or more. At a recent discussion of 
the Obstetrical Section of the Royal Society 
of Medicine on Czsarian Section, intra- 
amniotic douching by Maxwell’s method re- 
ceived general approbation as a prophylac- 
tic measure in cases of suspected infection. 

What has been said with regard to ante- 
partum douching applies ceteris paribus to 
vaginal or uterine lavage during the puer- 
perium. -In uncomplicated labor douching 
is superfluous and attended with risks. It 
is now conceded that during a normal puer- 
perium pathogenic organisms frequently 
reach the uterine cavity. The reaction of 
the tissues, however, is such that as a rule 
no harm results. Douching will not remove 
these germs, and apart from damaging the 
delicate vaginal mucosa and uterine endo- 
metrium it will very probably carry fresh 
infection from the labia and perianal region. 
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THE ACTION OF IPECAC AND OTHER 
DRUGS IN DYSENTERY. 





From time to time we have published in 
the Original and Progress columns of the 
THERAPEUTIC GAZETTE records of the ex- 
cellent results which follow the proper em- 
ployment of ipecac in the treatment of trop- 
ical dysentery, and also have called atten- 
tion to the fact that this drug has been used 
successfully for the purpose of preventing 
the hepatic complications of this disease. 
Up to the present time all clinicians who 
have had large experience with this drug 
in this disease, however, have frankly ad- 
mitted that they were unable to explain its 
action. In other words, their employment 
of it has been purely empirical. 

In the Bulletin of the Manila Medical 
Society for March, 1911, we have read with 
much interest an investigation carried out 
by Captain Edward B. Vedder, of the Med- 
ical Corps of the United States Army, in 
which he endeavors to discover the manner 
in which ipecac produces its results. He 
notes the fact that while some persons con- 
sider it practically a specific, others have 
obtained results by no means so valuable, 
and he suggests that this difference in re- 
sult is perhaps due to the fact that the drug 
has been employed indiscriminately, not 
only in bacillary and amebic dysentery, but 
in cases due to other causes. In other 
words, as he puts it, no one doubts the effi- 
cacy of diphtheria antitoxin, but we are not 
so unreasonable as to expect it to cure all 
kinds of sore throat. Then, too, it is pos- 
sible that different preparations of ipecac, 
and different samples of this drug, may 
vary materially in therapeutic power. 

In Vedder’s experiments he endeavored 
to find whether ipecac had any decided ac- 
tion against either the bacilli of dysentery 
or such amebz as can be cultivated, and 
compared its influence upon these two 
causes of the disease with the effects of 
other substances which have some reputa- 
tion as remedies, notably quinine and silver 
nitrate. He also controlled his investiga- 
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tions by studying the effects of digitalis, 
hydrastis, and opium upon cultures of these 
microorganisms, and finds that ipecac, 
when present in the strength of 2 per cent 
of the fluid extract, inhibits the growth of 
dysentery bacilli, but that this action is not 
specific, since ipecac also inhibits the 
growth of other bacteria, and, furthermore, 
hydrastis and digitalis are quite as power- 
ful as ipecac in inhibiting the growth of 
these bacilli. In conditions which exist in 
a case of dysentery there is reason to be- 
lieve that ipecac is never present in the in- 
testine in as strong a solution as 2 per cent 
of the fluid extract. So far, therefore, no 
evidence has been adduced that ipecac acts 
in bacillary dysentery as an antiseptic or 
germicide, 

When, however, Vedder proceeded to 
a study of the influence of ipecac upon 
the amebz, he found that the drug 
was much more powerful. When amebe 
were grown in a 5-per-cent bouillon cul- 
ture, they were always killed by fluid ex- 
tract of ipecac in a dilution of 1:50,000, and 
sometimes were killed by such high dilu- 
tions as 1:200,000. Using, however, an- 
other sample of the fluid extract of ipecac, it 
was found to be far less powerful, and an 
analysis of this comparatively impotent 
specimen showed it to contain half the total 
alkaloid per 100 Cc. which is required by 
the standard set by the United States Phar- 
macopeeia. It became evident, therefore, 
that for further experimentation ipecac of 
the standard strength must be employed, 
and careful tests were made to determine 
the strength of all samples before the ex- 
periments were carried further. 

Vedder concludes from the studies which 
he made with standardized ipecac that it is 
a powerfully destructive agent to amebe, 
but the physician should exercise care that 
weak preparations are not provided, as he 
found that many of the fluidextracts on 
the market were too feeble to be efficacious. 
This difficulty can be, to some extent, obvi- 
ated by the use of powdered ipecac, which, 
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after all, is the most common method ‘of 
using this drug. 

Vedder also attempted to determine the 
question as to what ingredient of ipecac 
produced the valuable effects, and found 
that emetine is the active agent, since it 
destroyed amebe in dilutions of 1:100,000. 
Further, he believes that the therapeutic 
value of ipecac in amebic dysentery is in 
direct ratio to the amount of emetine which 
it contains. He points out that the Brazil- 
ian root usually has a larger content of 
emetine than other ipecacs. Vedder does 
not think that the resins, gums, or ipecacu- 
anhic acid are active factors in producing 
the results. 

Concerning the influence of quinine and 
silver nitrate, he found that quinine de- 
stroyed the the 
1:20,000, but that the silver nitrate was by 


amebe in strength of 
long odds the most powerful of any drug, 
killed amebe in dilutions of 

At first sight this would seem 
to point to silver nitrate as being a better 


since it 
17300000, 


remedy than ipecac in dysentery, but this 
theoretical conclusion is vitiated by the fact 
that a very large part of the silver nitrate 
in solution is destroyed by coming in con- 
tact with albuminous matters and salt in the 
feces and tissues, thereby leaving a very 
small amount of the nitrate of silver to at- 
tack the amebz; whereas a large bolus of 
ipecac, given by the mouth, goes into solu- 
tion slowly, comparatively little of it is ab- 
sorbed, and it is distributed throughout 
intestinal tract without being 
decomposed. Vedder believes also that it 
is possible that the emetine which is ab- 
sorbed does good after it has entered the 
blood stream, in that it attacks the amebz 
which are too deeply buried in the tissues 
to permit the ipecac to act upon them di- 
rectly when it is passing through the 
bowel, and this, perhaps, is the explanation 
of the good results obtained by Rogers in 
the treatment of the hepatitis and early liver 
abscess caused by this organism. It would 
seem probable, too, that in that form of 
dysentery which is due to the Balantidium 
coli ipecac may also act in a similar man- 
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It certainly does good clinically, and 


ner. 
this organism is destroyed by ipecac in the 
dilution of 1:50,000, and by emetine in the 
dilution of 1:100,000. 

Finally, Vedder asserts that the ipecac 
treatment of dysentery caused by protozoa 
should not on light grounds be set aside in 
favor of any other plan, but that in using 
this treatment great care should be taken 
to make sure that the dysentery is truly 
caused by protozoa, and is not bacillary, 
and also that only that ipecac be employed 
which proper analysis proves to contain the 
normal amount of emetine, a condition 
which can usually be obtained by insisting 
upon the prescribing of the ipecac root 
which comes from Brazil. 

An investigation such as that of Dr. Ved- 
der is of very great value, and we trust 
that others may be made which will throw 
further light upon this interesting and im- 
portant subject. 


THE INFLUENCE OF ETHER UPON 
THE PROTECTIVE FUNCTIONS 
OF THE BLOOD. 


Surgeons have long recognized the fact 
that profound degrees of anemia greatly in- 
crease the dangers of operative procedure 
and usually postpone, if possible, all sur- 
gical interference until the 
content of the blood has been increased. It 
has long been thought by certain observers 
that ether and chloroform probably exercise 


hemoglobin 


other influences upon the blood than those 
which are directly connected with the hemo- 
globin, but practically no researches of re- 
liability have been carried out to determine 
this point. We therefore note with interest 
a communication to the issue of the Jour- 
nal of Infectious Diseases of March 6, 
1911, in which Graham publishes the result 
of quite an exhaustive investigation upon 
the influence of ether, and ether anesthesia, 
on bacteriolysis, agglutination, and phag- 
ocytosis. He finds that bacteriolysis and 
agglutination do not seem to be affected by 
ether anesthesia, but when given for anes- 
thetic purposes the ether, both in the blood 

















of the human being and of the rabbit, di- 
minishes the property of phagocytosis as to 
the streptococcus, the pneumococcus, the 
staphylococcus, and as to colon and typhoid 
The period of depression of phag- 


bacilli. 
ocytosis after ether anesthesia varies great- 
ly, and Graham believes that the ether acts 
not only upon the serum in diminishing 
bacteriolysis but also directly affects the 
phagocytes themselves. He suggests that 
possibly this influence of ether is due to 
its fat-solvent power, although there seem 
to be no experiments in support of this 
view, save that olive oil when given by 
the rectum combats the diminution in 
phagocytosis ordinarily caused by ether. 
He also found that the 
administration of lecithin counteracts the 
effect of ether, and in addition he develops 


subcutaneous 


the interesting point that the passage of air 
through blood serum, which had been ex- 
posed to ether, resulted in a removal of the 
inhibition of phagocytosis for which this 
drug seems responsible. 

Experiments along these lines are not 
only of interest but of great practical im- 
portance, since they indicate the danger of 
administering anesthetics to septic patients, 
and point the way toward a plan of treat- 
ment whereby the use of anesthetics in such 
cases can be made safer than they have 
been heretofore. 


THE INFLUENCE OF THE COLD BATH 
UPON THE GLYCOGEN OF HUMAN 
BEINGS. 


On previous occasions we have called at- 
tention to the life-saving influence of the 
cold bath in many of the acute infectious 
fevers, notably typhoid, and have pointed 
out that such baths not only increase the 
elimination of poisons but also reéstablish 
circulatory equilibrium and prevent com- 
plications. It is quite probable that they 
also influence various protective processes 
in the body, although as yet little if any ex- 
perimental evidence has been adduced in 
support of this view. One of the reasons 
for supposing that cold baths increase the 
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protective processes is that the benefit 
which accrues is so great that it is incon- 
ceivable that the mere equalization of the 
circulation, the reduction of temperature, 
and the elimination of poisons can be 
solely responsible. As a matter of fact we 
know far too little, except empirically, of 
the influence of cold baths upon the body, 
and for this reason careful original investi- 
gation along these lines possesses peculiar 
interest. 

In the American Journal of Physiology 
of March 1, 1911, Lusk reports the re- 
sults of his investigation as to the influence 
of cold bathing upon the glycogen content 
of the body of man. He finds that when 
normal men are immersed in water which 
is exceedingly cold, severe shivering at 
once comes on, and that there is a rapid 
utilization of body glycogen, as indicated 
by a fall in the respiratory quotient to the 
fasting level. He also found that the cold 
bath very greatly increased heat production, 
which is a point of considerable interest in 
that, in the past, many physicians have 
supposed that the cold bath was advan- 
tageous in that it exercised an antipyretic 
effect, but for many vears those who have 
regarded moderate fever as a protective 
process designed by the body to combat the 
infection have also recognized that the pro- 
duction of heat as the result of the cold 
bath was considerably increased, and that 
although the peripheral portions of the body 
may be cooled by this means there is no 
actual decrease, but rather an increase, in 
the total body temperature. This perhaps 
is an explanation of part of the good ac- 
complished by hydrotherapy. 

The chief criticism which can be urged 
against Lusk’s experiments is that the 
water which he employed was excessively 
cold, namely, as low as 10° centigrade, but 
in all three of his subjects, while the dan- 
ger of such cold bathing was considered, 
no ill effects were induced, save that after 
the bath there was considerable muscular 
lassitude. It is evident, too, that in all of 
his patients the circulatory condition was 
good, since the skin became intensely red, 
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and they promptly reacted to the bath. He 
found, too, that the blood-pressure rose 
considerably, but that it was difficult to esti- 
mate it because the severe shivering in- 
terfered with accurate tests with the 
sphygmomanometer. 





DUODENAL ULCER. 





The diagnosis of duodenal ulcer has been 
so vividly and forcefully formulated by 
Moynihan, and his teaching based upon 
such an extraordinarily wide experience, 
that the profession at large have generally 
accepted his pronouncement on the subject. 
He states in his peculiarly convincing style 
that the diagnosis may usually be formu- 
lated upon a careful study of the history, 
which is practically always one of persist- 
ent, long-lasting dyspepsia with periods of 
exacerbation, particularly marked during 
cold weather, appearing by preference in 
young adult males and exhibiting its great- 
est degree of pain from two to six hours 
after eating the principal meal of the day. 
This pain is often nocturnal and is tempo- 
rarily relieved by food. Vomiting does not 
often occur, excepting when the stage of 
stenosis is reached; hemorrhage also is a 
late symptom and is detected by examina- 
tion of the stools. There is more likely to 
be deficient than superabundant hydrochloric 
acid, and local symptoms are usually absent, 
although there may be persistent local ten- 
As contrasted with gastric ulcer 
the symptoms differ in the fact that the 
pain of the latter is excited almost immedi- 
ately after eating, is not bettered by taking 
food in the stomach, and where there is an 
excess of hydrochloric acid and vomiting of 
blood. 

In the discussion upon duodenal ulcer 
Caird (Edinburgh Medical Journal, April, 
1911), while admitting the truth of Moyni- 
han’s general proposition, notes that cases 
are encountered in which with Moynihan’s 
typical symptoms there may be no duodenal 
ulcer, and in which, again, there may be 
ulcer and no symptoms, and cites clinical 
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experience to prove his assertion. He 
states that we may leave to the physicians 
the important task of indicating the more 
salient points in diagnosis which enable 
them to differentiate between the allied 
forms of ulceration, hyperchlorhydria, and 
the various types of dyspepsia due to latent 
or hidden appendicitis and to cholelithiasis, 
since they are chiefly concerned with the 
early manifestations of these affections in 
which there is so much room for the exer- 
cise of diagnostic acumen. 

Caird believes that with the knowledge 
we have already gained as to the mimicry 
which frequently obtains between such 
troubles, that an application of general 
principles following on careful examina- 
tion and consideration of each case as a 
whole should preclude error even under 
difficult circumstances, and notes that the 
test meal in duodenal ulcer has generally 
yielded rather an excess of hydrochloric 
acid. 

Caird observes that duodenal ulcer in its 
earlier stages, at least, may be cured by 
non-operative treatment. He further notes 
that surgical exploration does not always 
reveal to the experienced touch and sight 
clear evidence of existing ulcer. Caird 
also notes that at operation he has ob- 
served silvery white patches which are 
stellate, superficial, and with the very 
slightest or no trace of induration; cica- 
tricial puckerings with and 
pouches, along with varying degrees of 
stenosis; large tumor-like inflammatory 
thickenings adherent to the liver, gall-blad- 
der, and omentum, definitely free from, not 
merging directly into, the pylorus. 

Maunt is cited to the effect that after a 
gastrojejunostomy the new aperture pre- 
serves its function as to the main channel 
many months after the ulcer has healed and 
the pylorus has regained its tone. 

Caird does not advocate excision of the 
ulcer, nor closure of the pylorus, trusting 
rather to the operative plan of gastroenter- 
ostomy. He is unable to recall a single 
instance where a gastrojejunostomy for 
duodenal ulcer was followed by recurrence. 
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A return to the normal standard of gastric 
secretion has been frequently noted years 
after the operation. As to the perforation 
of duodenal ulcer, it is noted that this ex- 
hibits symptoms which differ as a rule from 
similar gastric lesions in the pylorus. 
Right-sided pain and tenderness may aid in 
concluding as to the exact diagnosis, al- 
though it is not always possible under such 
urgent circumstances to discriminate be- 
tween gastric and appendicular perforation, 
more especially when we bear in mind 
possible irregular positions of the ap- 
pendix. 

As compared with gastric ulcer, the aper- 
ture is usually smaller, there is less escape, 
and the fluid discharging gives an alkaline 
in place of an acid reaction. Closure of the 
ulcer may of necessity entail a gastro- 
jejunostomy, and this should be carried out 
forthwith in every case if possible. 

Dewar’s comments were of extreme in- 
terest, since he himself had suffered from 
dyspepsia all his life. The first symptom 
of ulceration began with melena, after 
which he had intervals of tolerably good 
health, alternating with attacks of discom- 
fort, never pain, in which he could hardly 
digest anything; these attacks were fol- 
lowed by periods of good health in which 
digestion was perfect. He did not be- 
lieve in his case the ulcer had ever healed 
from the time it began, notwithstanding 
the long periods of really good health and 
comparative freedom from _ discomfort. 
Finally, one night an attack of vomiting oc- 
curred and persisted uninterruptedly for 
nearly a fortnight, until he was operated 
on. Although-he was satisfied that he was 
really better than before the operation, he 
has not had that entirely clear record de- 
scribed by Mr. Caird. In the two years 
since the operation there have been two 
attacks of melena with occasional attacks 
of spasm and occasionally dyspepsia. He 
found that nothing relieved pyloric spasm 
quicker than inhalations of chloroform. 
Gibson noted as the result of a large ex- 
perience that the general belief with regard 
to hyperacidity was not borne out by his 
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experience. He further noted that in the 
diagnosis of duodenal ulcer he had met 
with scores of cases, but that the deter- 
mination of the absence or presence of 
duodenal ulcer was a matter of great diff- 
culty. Often he had diagnosed duodenal 
ulcer to find nothing of the kind on explor- 
ing the abdomen, but had found a chronic 
appendicitis; similarly he had found the 
condition present was simply gall-stones in 
the duodenum. This with the help of all 
the modern clinical methods. He also felt 
skeptical about the healing of chronic 
duodenal ulcer. An acute ulcer might heal, 
possibly sometimes it did heal, but he was 
doubtful if the chronic ulcers healed by 
medical measures. 

As regards treatment, whenever he sus- 
pected a duodenal ulcer he called in the 
surgeon at the earliest possible moment. 

Cathcart reported that in his wards in 
thirteen years he had eight cases of per- 
forative duodenal ulcer, of which six were 
fatal. In five of the cases the previous 
symptoms were recorded and were typical. 
Of perforating gastric ulcer he had had 
twenty-five in the same period. Twelve 
had died and thirteen recovered, making 50 
per cent of recoveries in gastric ulcer as 
against 25 per cent in duodenal ulcer. 

Thomson said the diagnosis was often a 
matter of difficulty, especially in relation to 
gall-bladder troubles, and these might co- 
exist with duodenal ulcer. There is also 
difficulty in differentiating duodenal ulcer 
from lesions of the colon, such as colitis in 
its various phases, and, more rarely, carci- 
noma at the hepatic flexure. He had only 
had five females in a series of 50 cases of 
duodenal ulcer in which the diagnosis was 
confirmed at the operation. A_ point 
worthy of careful thought is the rarity with 
which a chronic duodenal ulcer becomes the 
seat of carcinoma. In regard to ulcers 
which have been perforated he emphasized 
the inyportance of transporting the patient 
in the sitting posture, and preferably by 
motor car. 

Affleck comments upon the difficulty of 
diagnosis. He stated that if he himself had 
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reasonable evidence that he possessed a 
duodenal ulcer, he should like to have trial 
of a little medical treatment before being 
subjected to a surgical operation. 

Stiles, while recognizing the fact that 
nothing is easier of diagnosis than duodenal 
ulcer in a difficult case, states that in a cer- 
tain proportion of cases in which he had 
made the diagnosis the symptoms had been 
produced by another lesion, and his experi- 
ence was that similar errors had been made 
by his medical colleagues. On the very 
morning of his report he operated on two 
cases, both of which were diagnosed as 
himself and the 
other by his medical colleague. His own 
a case of chole- 


duodenal ulcer, one by 
case turned out to be 
lithiasis with duodenal adhesions, the other 
a malignant tumor of ihe hepatic flexure 
Hematemesis is not at all 
apart altogether from ulcer 
either in the stomach or duodenum. His 
experience was that it occasionally occur- 


of the colon. 
uncommon 


red in cases of simple atonic dilatation of 
the stomach, especially in cases of marked 
gastroptosis. 

In regard to the importance of closing 
the duodenum, in addition to performing 
gastroenterostomy, Stiles states that it has 
not been his custom to do this combined 
operation in cases in which a duodenal 
ulcer is present. A few vears ago he did 
a gastroenterostomy in two cases in which 
there was not an ulcer but simply a dilated 
and prolapsed stomach with a wide pyloric 
canal and a feeble pyloric sphincter. In 
both the operation was followed by regurgi- 
tant vomiting, which necessitated a second 
operation for the purpose of short-circuit- 
It is this regurgitant 
vomiting which has given rise to the con- 


ing the jejunal loop. 


sensus of opinion among surgeons that 
gastroenterostomy should on no account be 
performed unless an ulcer can be demon- 
In the next case of simple pro- 
lapse of the stomach Stiles closed the 
duodenum as well as performed a gastro- 
enterostomy. He has now done this on fif- 


strated. 


teen occasions, in none of which has there 
Leen any regurgitant vomiting, and in all 





THE THERAPEUTIC GAZETTE. 


of which there has been improvement. He 
therefore entirely disagrees with the pres- 
ent-day teaching that gastroenterostomy is 
contraindicated except in the presence of 
an ulcer. Stiles states that he has com- 
municated with his last forty cases of 
gastroenterostomy and has been more than 
gratified with his replies. He notes that 
eight years ago he did a gastroenterostomy 
for congenital pyloric stenosis on an infant. 
In comparing the child with other chil- 
dren of the same family there is no health 
difference to be noted. In regard to etiol- 
ogy Stiles points out the anatomical fact 
that the first part of the duodenum occupies 
the boundary line between the part of the 
alimentary canal supplied by the celiac axis 
and the part supplied by the superior 
That the anastomosis 
between the celiac and superior mesenteric 
system should be deficient in the region of 
the first part of the duodenum, might 
not the vulnerability of the latter be in- 


mesenteric artery. 


creased ? 

Gulland observes from the medical side 
that there is a large percentage of cases in 
which the gastroenterostomy is performed 
in which complete recovery does not occur, 
and in probably nine cases out of ten the 
operation is most successful. This discus- 
sion, held before the Edinburgh Medico- 
Chirurgical Society, is fairly representative 
of the feeling of the profession at large in 
regard to duodenal ulcer. It is generally 
recognized that whilst the diagnosis in dif- 
ficult cases is easy, there are atypical cases 
in which it is most difficult, and that more- 
over there are conditions other than duo- 
denal ulcer which may closely simulate in 
its symptomatology this affection. It is 
also generally recognized that when symp- 
toms are positively clear, even though there 
be no duodenal ulcer, there is likely to be 
found an affection in the neighborhood, or, 
if not there, in the appendix, which may be 
remedied by operation. It is generally ac- 
cepted that a gastroenterostomy is prac- 
tically curative of a duodenal lesion and 
that this procedure in itself is an efficient 
one. 

















ANESTHESIA BY THE INTRATRA- 
CHEAL INSUFFLATION OF AIR 
AND ETHER. 


The usual method of administering an- 
esthesia in American clinics is by the nose 
and mouth, ether being employed dropped 
on from ten to fourteen layers of gauze 
placed in the mouth and over the nose. 
The administration is as a rule entrusted 
to those skilled in anesthesia and not to the 
last junior resident. Because of individual 
skill rather than accidents during anesthesia 
postoperative complications are rare. In 
the ordinary case the method is so satis- 
factory that comparatively few resort to 
spinal anesthesia, scopolamine, or mor- 
phine-chloroform, or nitrous oxide. This 
latter agent, particularly when it is com- 
bined with oxygen and by means of an ap- 
paratus through which ether can be em- 
ployed if needful, is steadily growing in 
favor. Ether remains, however, the popular 
anesthetic. Under certain circumstances its 
administration is so difficult and attended 
by such danger as to justify another agent. 
In thoracic surgery of such extent as to 
possibly involve collapse of one or of both 
lungs there is urgent need of a method 
which may prevent this complication. The 
Sauerbruch cabinet attains this end per- 
fectly, but the apparatus is so elaborate and 
sO expensive as to be beyond the reach of 
practically all individual operators and of 
most hospitals. 

Elsberg’s communication describing a 
comparatively simple and inexpensive ap- 
paratus, together with the technique of its 
use, therefore excited more than the ordi- 
nary attention. His first paper appeared in 
the Annals of Surgery of February 11, 
1911. In the June issue of the same jour- 
nal there is a further contribution by this 
author on this subject based on a fairly 
He anesthetizes 
his patients in the ordinary way before the 


large clinical experience. 


intratracheal tube is introduced, not only 
because the passing of a tube to a conscious 
patient is unpleasant, but because at the 
beginning the administration of insufflation 
of air and ether mixture is almost sure to 





EDITORIAL. 


cause a good deal of spasmodic coughing. 
It is also advisable to give the patient a 
small hypodermic injection of morphine be- 
fore the operation, so as to diminish the 
reflex irritability of the larynx. In the 
majority of adult patients a 24 F. catheter 
is the proper size. It is noted that although 
dogs are extremely vulnerable to ether in- 
halation it is impossible to kill them by 
intratracheal insufflation, and the anes- 
thetic may be kept up for many hours with- 
out danger. Experiments upon the human 
being have been entirely satisfactory. In 
not a single instance was dilatation of the 
pupil observed as an evidence of too deep 
anesthesia, and experience seems to show 
that it is not possible to give a patient too 
much ether by insufflation by the Elsberg 
apparatus. Complete relaxation is usually 
obtained with 50 to 75 per cent of ether, ac- 
cording to the scale, but the anesthetist 
must be constantly on the alert to see that 
the patient does not react and full ether is 
When the patient 
begins to react full anesthesia can be 


not used all the time. 


promptly produced by turning on full ether 
and by raising the pressure to 40 mm. of 
mercury for a few moments. If one wishes 
to waken the patient more quickly, one 
should turn the indicator to zero, so that 
all ether is excluded, and raise the pressure 
to 30 to 40 mm. of mercury. For ordinary 
insufflation anesthesia, the pressure should 
not be over 20 mm. This usually suffices 
to keep the lungs moderately distended even 
when the thorax is opened. 

Elsberg states that up to the present time 
he has anesthetized close on to 100 patients 
by means of intratracheal insufflation. Op- 
erations of the most varied kind were per- 
formed on different parts of the body.. Not 
a single untoward symptom has been ob- 
served during or after the anesthesia. In 
about half the patients it has been possible 
to cause apnea by raising the pressure to 
40 mm. 

Elsberg has had one patient in whom 
complete anesthesia could not be obtained 
by the insufflation. It was a young girl 
upon whom an interval appendectomy was 
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to be performed. She was anesthetized 
with ether in the ordinary way, and the in- 
tratracheal tube introduced. Insufflation 
was then begun. In spite of careful man- 
ipulations, it was found that it was impos- 
sible to cause sufficient relaxation of the 
abdominal muscles to permit of the neces- 
sary intra-abdominal manipulations. The 
intratracheal tube was then removed, and 
the attempt made to cause complete relaxa- 
tion by ether given by inhalation. This 
also failed, and complete relaxation was 
only obtained when chloroform was given. 
In a number of instances it was stated 
that operations which lasted two or more 
hours were performed under ether insuf- 
flation anesthesia. Postanesthesia vomit- 
ing is rare, and vomiting during the admin- 
istration of the anesthetic never occurs. 
There was no subsequent hoarseness nor 
complaint of laryngeal symptoms, nor 
were there ary pulmonary manifestations. 
In addition to its obvious applicability to 
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pulmonary surgery, Elsberg believes that it 
is very useful in operations upon the neck, 
such as thyroidectomy and in the operation 
of laryngectomy, and in operations upon 
the tongue and mouth and on the superior 
and inferior maxilla, where the buccal cavy- 
ity or pharynx has to be widely opened. 
There is no danger of aspiration of blood 
into the lungs, and tamponade of the 
larynx is unnecessary. No blood can run 
down into the trachea. The current of air 
which is continually flowing upwards in 
the trachea by the side of the tube will blow 
out all of the blood which tends to run down 
into the larynx and trachea. Moreover, it 
should be useful in those operations in 
which the patient has to be placed flat upon 
the abdomen. Thus it should be advan- 
tageous, as for instance in cases of lami- 
nectomy and suboccipital craniotomy. The 
few reports yet received of the Elsberg 
method are all corroborative of its safety 
and efficiency. 
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CONTRAINDICATIONS FOR LAVAGE. 


HAMMER in the Virginia Medical Semi- 
Monthly of March 24, 1911, tells us that 
lavage and introduction of the tube are 
contraindicated : 

1. In all constitutional and local con- 
ditions which may be aggravated or life 
endangered by the irritation and exertion 
of lavage: (a) Pregnancy. (b) Heart 
disease with a state of defective compen- 
sation—heart neuroses, angina pectoris, 
myocarditis, and fatty heart in an advanced 


stage. (c) -Aneurism of the large ar- 
teries. (d) Recent hemorrhages of all 
kinds, including apoplexies, pulmonary, 


renal, vesical, gastric, rectal, and hemor- 
rhagic infarctions. (e) Advanced pulmo- 


nary tuberculosis. (f) Advanced pul- 
monary emphysema with bronchitis. (g) 
Cerebral hemorrhage. (/) Advanced 
cachexia. (i) Presence of continued or 
remittent fever. 

2. The stomach and intestinal diseases 


which are contraindications for the use of 
the tube are: (a) Ulcer, with recurrent 
hematemesis and evidence of blood in the 
stools. (b) Palpable carcinoma of the 
pylorus, with vomiting coffee-ground ma- 
terial, and the classical symptoms of can- 
cer. (c) Stomach and intestinal troubles 
with acute fever. (d) Hypersensitive gas- 
tric mucosa easily started to bleeding. 
(e) Secondary gastric affections whose 
dependence upon a distinct and more im- 
portant primary disease is evident. 





PHYSIOLOGICAL AND PHARMACO- 
LOGICAL STUDIES ON CARDIAC 
TONICITY IN MAMMALS. 

In the Johns Hopkins Hospital Reports, 
vol. xvi, 1911, CAMERON a paper 
on this subject. He says that in his opin- 
ion atropine sulphate produces a diminu- 
tion, then an increase, in the tonicity. 
Stimulation of the uncut vagus produces 


writes 
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changes similar to stimulation of the cen- 
tral end of the unatropinized nerve, viz., 
an increased tone, an induced treppe, and 
by regulating the level of the tonicity curve 
it regulates the systolic output. The blood- 
and pulse-pressure decrease. 

Division of each vagus produces changes 
similar to those occurring with an increase 
in the frequency, but not well sustained. 
They are the converse of vagus stimula- 
tion and are attributed purely to removal 
of vagus inhibition. 

Hemorrhage is followed by apparent in- 
crease in the tonicity, depending on the 
lessened supply of blood to the ventricular 
cavities. The systolic output and _ blood- 
pressure are diminished. 

Normal saline solution, administered in- 
travenously, produces a passive change in 
the opposite direction—t.e., a transient ele- 
vation of blood-pressure with an equally 
transient dilatation and increase in systolic 
output. Tonicity is subsequently increased 
little or none. All these findings confirm 
the previous work of Roy and Adami and 
Henderson. 

Adrenalin increases the blood-pressure 
and dilates the heart, the changes being 
complementary and inverse. The increased 
intraventricular pressure stimulates the 
systole to a greater effort, but the tone 
changes are sometimes masked by the slow- 
ing induced by the heightened pressure. A 
large dosage produces partly the same 
series of changes—slowing, dilatation, in- 
crease in systolic output and residual blood, 
followed, however, by an apparent marked 
increase in the tonicity associated with ex- 
treme frequency resembling paroxysmal 
tachycardia. The systolic output is small 
and variable, the tonicity curve is very ir- 
regular, and the carotid tracing shows sim- 
ilar changes. The addition of nitroglycerin, 
by lowering the blood-pressure and thus 
probably reducing the pressure in the coro- 
naries, produced slowing with resulting in- 
crease in systolic output and corresponding 
changes in blood-pressure. The improve- 
ment was but temporary; the frequency 
again increased with a resulting return of 
the paroxysm. 


Compressing the aorta induces changes 
apparently depending on the degree of 
loading, whether or not it is excessive for 
the heart in question. The primary effect 
is in all cases marked increase in pressure 
with resulting dilatation of the heart, which 
shortly passes off. The subsequent course 
of the tonicity cure lies in one of two di- 
rections. It may tend upward (increase of 
tonicity) owing to the stimulation of the 
increased intraventricular pressure, or if 
the pressure be excessive the tonicity will 
diminish as the blood-pressure rises. On 
unclamping, the blood-pressure falls with 
a corresponding temporary increase in the 
tonicity. On the other hand, if the aorta 
has been clamped a considerable time, the 
blood-pressure and tonicity may have so 
regulated themselves that but little change 
occurs on unclamping. 

Strychnine in large and small doses in- 
creases tonicity mainly through the vagi. 
The increase may be masked by progressive 
slowing of rate. Increased tonicity may be 
produced without any change in the blood- 
pressure, systolic output, or rate. Herein 
lies the reason for improvement in the con- 
dition of the heart without objective 
changes in the patient. Small doses do not 
appreciably affect the blood-pressure. Mod- 
erate doses tend to increase the diastolic 
and mean pressure, while large doses may 
increase the systolic pressure unless shock 
be profound. Hence the difference of opin- 
ion between clinicians and pharmacologists, 
which occurred after the Riva-Rocci in- 
strument had been introduced into general 
use, is explained on the basis that clinicians 
are estimating systolic pressure, pharma- 
cologists are estimating mean pressure; 
therefore, the systolic being unchanged 
and the mean increased, using the term 
blood-pressure loosely without designating 
which blood-pressure is meant, leads to dia- 
metrically opposite statements. The value 
of the educated finger in estimating blood- 
pressure is called into question. Strych- 
nine prolongs the period of filling. The 
systolic output may be either increased or 
decreased, depending to a certain extent 
on the rate of beat. Increase occurs with 
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a slow heart, attributed to the prolongation 
of diastole into diastasis, not into the fol- 
lowing systole. With a rapid heart dias- 
tole is prolonged at the expense of the en- 
shortening, therefore, the 
Medicinal and toxic doses 


suing systole, 
systolic output. 
produce slowing of rate almost invariably. 

increased. 
very large 


The limb volume tends to be 
There is evidence that with 

dosage the systolic output may cease before 
the end of systole, as pointed out by 
Hurthle. 
acter of the tone changes induced, potas- 


readily produce 


Regarding the degree and char- 


sium chloride does not 
cardiac dilatation after strychnine adminis- 
tration until an overwhelming quantity has 
been injected. Compression of the descend- 
ing aorta has given but little information 
regarding the tonicity induced by strych- 
nine. The indication for strychnine is not 
a low blood-pressure, but cardiac dilatation 
without failure of compensation.  Dilata- 
tion is remedied in two ways: (1) by an 
increase in the tonicity preventing excessive 
filling between beats, and also inducing a 
treppe which reduces the amount of resi- 
dual blood; (2) by an increase in the sys- 
tolic output decreasing the residual blood, 
The de- 


gree of treppe induced by the increase in 


as it were bailing out the heart. 


systolic output must obviously depend on 
the tonicity. 

Digitalis and strophanthus increase the 
tonicity and blood-pressure, differing in the 
marked peripheral construction noted with 
the former as compared with the latter. 
The systolic output is generally but not al- 
ways increased. In cardiac disease these 
drugs produce their beneficial results 
largely by reduction of the residual blood, 
this reduction being brought about by the 
increased tonicity inducing a treppe or by 
lessened relaxation between beats, or, on 
the other hand, by increase in the systolic 
output. In aortic regurgitation the action 
depends on the restoration of the ventri- 
cular tonicity limiting the amount of re- 
Following atropine the tonus 


gurgitation. 
does not increase until the amount of the 
drug is sufficient to act directly on the car- 
The combination of atropine 


diac muscle. 
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with digitalis is considered as contraindi- 
cated, since after atropine large doses of 
digitalis are necessary to increase tonicity. 
An example of an overdose of strophanthus 
is given, showing marked variations in 
tonus until excessive slowing caused dila- 
tation and death. 

Nitroglycerin increases and 
pulse-pressure, but the blood- 
pressure. The inverse reaction of tonicity 
to blood-pressure may be considered in the 
light of a passive change in the heart. The 


tonicity 
decreases 


cardiac change resembles to a certain ex- 
tent that following a hemorrhage, less blood 
being delivered to the heart and less work 
requiring to be done, decreasing its size. 
A clinical case is quoted in which the pa- 
tient’s condition varied with his pulse- 
pressure—the larger the pressure the bet- 
ter the patient. These results were produced 
by a combination of digitalis with nitro- 
glycerin. This drug combination is re- 
garded as one of great value in cardiac di- 
latation. Improvement is attributed to in- 
creased cardiac tonicity as well as lessened 
peripheral resistance. 

Calcium and potassium react inversely 
and antagonistically, the former increasing, 
the latter decreasing, tonicity and systolic 
output. The rate decreases with calcium, 
increases with potassium. In the case of 
both drugs following atropine, the tonicity 
is unchanged or changed in the opposite 
direction. according to the changes in the 
systolic output, which remain the same. 
The effect of potassium may be largely 
modified by previous administration of cal- 
cium, the diminished tonicity rapidly re- 
gaining its former level. From this and 
other data is drawn the inference that the 
utility of calcium depends on the calcium 
potassium equilibrium, or on which of the 
two elements is present in excess. On this 
must be founded the amount of dosage. 
Attention is recalled to the possible danger 
of thrombosis, with the conclusion that as 
vet there is not sufficient evidence to firmly 
establish calcium as a cardiac stimulant. 
Two experiments in which sodium citrate 
caused dilatation of the heart are shown 
to contrast the mode of recovery in the 
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second, in which calcium was administered, 
with the more gradual recovery apart from 
calcium. 
the calcium entered the heart it instantly 
found its place, rapidly increasing the 


It is apparent that immediately 


tonicity until equilibrium was again estab- 
lished. 

From the few experiments made with 
aconite apparently therapeutic doses do not 
readily cause diminution in tonicity. Large 
doses were required to produce this effect. 

Intravenous injection of ether produced 
dilatation of the heart, as has been described 
by Hill and Barnard. 


POSTURE IN THE TREATMENT OF 
DROPSICAL CONDITIONS. 

BERG writing in the Medical Record of 
April 8, 1911, advises that the dropsical 
patient be placed upon a reclining back-rest 
and the head of the bed well raised. By 
this means we first remove the pressure 
on the diaphragm by the action of gravity 
on the liver and other abdominal organs, 
and secondly, give the patient the benefit 
of the increased space in the chest which 
results from the upright, ar to a less ex- 
tent even from the semiupright, position, 
the posterior segment of the ribs being thus 
relieved of the weight of the body. Fur- 
ther, the dilated heart under these condi- 
tions is working subject to less restriction 
and in space more adequate to its increased 
size, and it will be understood why these 
patients very soon become accustomed to 
this novel position of the bed, in which they 
seem to be more comfortable, breathe more 
easily, and soon remain fairly quiet and 
cease to throw themselves about. A patient 
to whom the_aid of this position has been 
given early in the development of an at- 
tack of heart failure, and who has experi- 
enced its relief, refuses to be replaced in 
the ordinary bed until the dyspnea has been 
thoroughly relieved. 

There are several points which are to be 
accentuated in the application of this sim- 
ple procedure. The posterior legs of the 
bed upon which the patient lies are raised 
4 to 24 inches from the floor, resting upon 


chairs or wooden supports with a broad 
base and narrow top, shaped like truncated 
cones or pyramids, or by any other means 
that may occur to the physician or some 
The full height of 2+ 
inches should not be attained, however, at 
one stroke, but gradually, so that the pa- 
tient may not get an annoying sense of in- 
security from the unaccustomed attitude of 
lying on an inclined plane, down-hill as it 
were. At the foot of the bed the patient’s 
feet should rest against a well-bolstered or 
padded wooden rest, which extends across 
the width of the bed. Well-padded boards 
15 to 18 inches wide should bound the sides 
of the bed to prevent the patient slipping 
out during sleep. The whole structure 
should be as firm as though the patient's 
bed were resting in the usual horizontal 
manner upon the floor to give the sense of 
security. The patient’s head and shoulders 
should be supported by pillows and some- 
times by a bed head-rest, which is made 
with ratchets, the teeth of which fit into 
the bars at the head of the bed, so that the 
patient's head and ‘shoulders may be sup- 


ingenious relative. 


ported at any angle that is comfortable. 
The body should lie recumbent upon the 
hed in this inclined plane without any bend 
at the hips, so that the maximum down- 
ward effect of gravity upon the liver and 
abdominal organs may be obtained. The 
upward pressure upon the diaphragm is 
thus removed, the heart relieved by the in- 
creased space thus obtained, and the venous 
return in the portal veins, vena cava, and 
pulmonary veins encouraged. A bend at 
the hips of the patient renders negative the 
advantages obtained from this position of 
elevating the head of the bed. 

Berg has seen patients suffering from 
cardiac failure, as a result of dilatation 
complicating valvular diseases and myocar- 
ditis, more especially when mitral regurgi- 
tation has been an element of valvular 
disease, immensely relieved of their dys- 
pnea by this posture alone even before other 
more direct therapeutic measures were ap- 
plied. 

In many patients suffering from edema 
and dropsical effusions due to cardiac fail- 
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ure, with or without a complicating neph- 
ritis, the effusion into the serous cavities 
and subcutaneous edema are sometimes so 
general as to greatly embarrass the circu- 
lation and such important functions as 
those of respiration, and yet such effusions 
may be insufficient in quantity in one site or 
cavity of the body to permit of their re- 
moval by paracentesis or puncture; again, 
the subcutaneous edema may be very ex- 
tensive all over the body, and yet not suf- 
ficient in quantity in any part of the sub- 
cutaneous area to admit of drainage by 
Southey tubes. In both of these classes 
of cases the reversed Trendelenburg posi- 
tion, above described, has been of the 
greatest value to the patient. Placing the 
patient in bed in this inclined plane posture 
for twenty-four to forty-eight hours has 
permitted the subcutaneous serous effusions 
to accumulate in the legs, compelled by the 
force of gravity, whence it was readily 
drained by two or more Southey tubes put 
into each of the lower extremities. The 
author has records of such patients thus 
draining off remarkable amounts of fluid 
from Southey tubes applied in the recum- 
bent “down-hill posture.” Not only is the 
subcutaneous edematous effusion drained 
off, but patients who have with the edema 
dropsical effusions into the peritoneal and 
pleural cavities, insufficient in amount for 
paracentesis or aspiration, absorb these ef- 
fusions from such cavities as the subcu- 
taneous edema, drained off by means of the 
Southey tubes in the inclined posture of 
the patients, subsides. 





THE TREATMENT OF MELANCHOLIA. 


In the British Medical Journal of April 
8, 1911, Ropertson tells us that the dis- 
orders of the gastrojntestinal tract must 
receive the first attention, as so much de- 
pends on proper alimentation. Indigestion 
and constipation are usually present, with 
the absorption of putrefactive substances 
from the bowel, for the ethereal sulphates 
can be demonstrated in the urine. The re- 


sult of these is that the patient suffers from 
malnutrition, and becomes thin and anemic, 
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It may be nec- 
Calomel 


with a muddy complexion. 
essary to wash out the stomach. 
should be given, and the bowels should be 
periodically purged. Intestinal antiseptics 
may also be given, and the lactic acid 
bacillus treatment has done well in some 


cases. 
If attention be given to the alimentary 
system, improvement often follows im- 


mediately, and the first sign of this is a 
gain in the patient’s weight. In a disease 
which is possibly metabolic, and in which 
there is almost always disordered nutrition, 
there can be no more accurate test of im- 
provement than this. 

Among the faults of omission in melan- 
cholia one of the most important is the 
neglect and refusal of food. This must, of 
course, be overcome, and in the first place 
the patient should be coaxed. If coaxing 
will not do, the nurse must force the pa- 
tient, and if this be impossible, then the 
patient must be fed by means of a stomach 
tube or nasal tube. Many patients suffer- 
ing from melancholia starve 
themselves, and a practical point of great 
importance is this—that it is not the 
patients who refuse all their food who 
starve. When this happens those in charge 
of the patient are so alarmed that artificial 
feeding is adopted practically at once. The 
patient who is most likely to starve is one 
who has for a prolonged period taken oniy 
a mouthful or two at each meal but has 
never absolutely refused. As something 
has always been taken, it is assumed that 
enough has been taken to keep body and 
soul together. Such cases are those most 
likely to starve, and whenever they begin 
to refuse food a daily chart should be kept, 
and the patient should be weighed weekly. 
It is perhaps not generally known that it is 
possible to tell whether a patient be starv- 
ing or not by the sense of smell. When- 
ever the carbohydrates in the body are used 
up, there is the production of acetone, and 
the sweet distinctive odor of this substance 
can be smelled in the patient’s breath. 

The overfeeding of melancholic patients 
was at one time practiced, but it is obvious 
that if the function of digestion be dis- 


gradually 
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ordered, extra work should not be thrown 
on the stomach. Moreover, a patient is not 
fattened by the amount of food that goes 
into his stomach, but by the amount that 
is digested and assimilated by him. Milk 
is by far the best food, and as there is a 
tendency to putrefaction in the intestines, 
nitrogenous food should not be given at 
first. 

The next symptom to receive attention 
is sleeplessness, and there are very few in 
the early stages who do not suffer from 
insomnia. Natural means should of course 
be tried in the first place to overcome this, 
such as the open air, moderate exercise, a 
quiet room, etc. If these fail, the two best 
hypnotics to use are paraldehyde and potas- 
sium bromide. 

Paraldehyde is a perfectly safe drug. 
Two drachms may be regarded as a stand- 
ard dose in the insomnia of melancholia, and 
it can be dissolved in two ounces of cinna- 
mon water. As it acts as quickly as alcohol 
does, it should not be given till the patient 
is in bed. Its action can be assisted and 
prolonged by the administration of potas- 
sium bromide, in doses of 30 grains to 2 
drachms. In the larger doses it should not 
be given continuously, as it has a tendency 
to accumulate in the system. In _ the 
writer's Own experience, veronal, of the 
newer drugs, while sometimes producing 
giddiness, unsteadiness of the gait, head- 
ache, and sickness, has been the most use- 
ful. In some cases of melancholia the 
blood-pressure is high, and sleep will not 
be obtained till this symptom has been 
treated. 

The third symptom needing treatment is 
the tendency to suicide, and this is of course 
done by means of continuous supervision 
exercised by skilled mental nurses over the 
actions of the patient. The nurses are also 
expected to occupy and interest the patient, 
and if by their attention and sympathy they 
win his confidence, they become therapeutic 
agents of great value. 

There are three other modes of treatment 
to which the author refers briefly. The 
first is directed to a lowering of the blood- 
pressure, which has often been found to be 


abnormally high. A warm bath lowers the 
blood-pressure, and this is often followed 
by temporary relief of the symptoms. It 
also enables the patient to sleep if taken at 
bedtime. The most convenient way of re- 
ducing the blood-pressure is by the admin- 
istration of tetranitrate of erythrol. Half- 
grain tablets may be given twice daily, 
slowly increasing the dose till two or three 
grains daily are given. It is thought by 
some that the high blood-pressure has an 
important bearing on the presence of feel- 
ings of depression, for in the converse 
state of maniacal exaltation the blood- 
pressure is usually low. This form of 
treatment sometimes acts well, and is worth 
trying when other measures have failed. 
In one case under the writer’s care it was 
very successful where high blood-pressure 
and depression were found to vary in a re- 
markable way. 

Another form of treatment also directed 
to remove mental pain is the administra- 
tion of opium. Some believe this feeling 
of pain is due to resistance and difficulty in 
the environment, the result of muscular 
sensations and impairment of movement. 
It is more probable that it has an organic 
basis, and is due to the general malnutrition 
of the body, the result of which is that the 
important organs transmit nervous im- 
pulses to the centers of a disagreeable kind. 
These impulses we are not conscious of, but 
it is believed that the massive effect of the 
whole forms the background of our con- 
sciousness, and produces our feelings of 
well-being or malaise as the case may be. 
The rational way of removing mental pain 
due to such a cause would be to remove the 
malnutrition by tonic treatment. This is 
attempted, but in addition it is believed 
that this feeling of depression can be allevi- 
ated by opium. In France it has been 
largely used for this purpose, and the 
author asserts he has found it of marked 
service, especially in some cases of anxious 
melancholia. It is best given in the form 
of tinctura opii, starting with 5 minims 
three times a day, and rapidly increasing 
the dose till definite results are obtained. 
This form of treatment has many disad- 
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vantages, among which are two: it tends 
to increase the difficulties caused by consti- 
pation and sluggish action of the liver, and 
it tends to habit to which the 
patient may fall a victim. If administered, 
it should be done without the knowledge of 


create a 


the patient. 

Lastly, melancholia tends sometimes to 
become very chronic, and in these cases, if 
the state of the nutrition permits it, and 
there is no organic disease to contraindicate 
its use, fairly large doses of thyroid may 
be given for one week. Three tablets of 
5 grains each should be given the first day. 
then 6, 9, 12, 9, 6, 3 daily in succession— 
an increase of three each day, till a maxi- 
mum dose of 60 grains is reached on the 
fourth day, followed by a decrease of three 
each day. The patient must be kept strictly 
confined to bed and the pulse carefully 
watched. This drug undoubtedly acts as 
an excitant of the nervous system, but it is 
believed that its beneficial effects in melan- 
cholia are largely due to its influence on 
the general metabolism. There is a stirring 
up and a quickening of the trophic activities, 
and on the basis of this change a fresh 


start toward recovery may be made. 


THE TREATMENT OF PULMONARY 
TUBERCULOSIS WITH BO- 
VINE TUBERCULIN. 
In the Lancet of April 8, 1911, 
reaches these general conclusions: 
After a large experience in the treatment 
of tuberculosis in all its forms, the author 


Raw 


has come to the firm conclusion that tuber- 
culin is a valuable remedy in a great many 
cases. The special variety of tuberculin 
to be used must be determined by the na- 
ture of the infection with which we have 
to deal, and as nearly all cases of pulmon- 
ary tuberculosis or consumption are of hu- 
man origin—that is, they are caused by the 
bacilli of the typus humanus—it is neces- 
sary to use a tuberculin prepared from 
bacilli of the typus bovinus, and named bo- 
In fact, we must inject 
3ovine 


vine tuberculin. 
the opposite kind of tuberculin. 


tuberculin is less irritating and less liable 


to produce reaction when given in the 
larger doses in cases of consumption. 

Tuberculin is not a specific remedy in 
severe tuberculous infections; combined 
with other methods of treatment, directed 
to raise the general nutrition, it assists in 
producing immunity of a more or less tem- 
porary character, but its chief effect seems 
to be to prevent the further spread of the 
disease, and to inhibit the growth of the 
bacilli in the human tissues, so that as the 
original tuberculous process dies out no 
further development takes place. In other 
words, it has a specific action on the blood 
in retarding the growth of tubercle bacilli, 
The immunity which it produces must be 
arrived at slowly and with caution, so that 
the blood may be very gradually accus- 
tomed to its presence, and it cannot be too 
strongly emphasized that all tuberculous in- 
fections of however mild a type become 
constitutional or blood infections in a very 
short time, as is evidenced by the cutire- 
action of von Pirquet. In fact, the milder 
the infection in the human body the greater 
the reaction after inoculation with tubercu- 
lin. 

It is a matter of common experience that 
a child with a small tuberculous neck gland 
will give a well-marked cutireaction, whilst 
an advanced case of tuberculosis may give 
no reaction at all. The author here sounds 
a note of warning against the use of tuber- 
culin by injection in cases in which there 
is any encysted pus or tuberculous material 
in a state of caseation. Unless there is an 
outlet for this caseating débris there is dan- 
ger of local reaction, with dissemination of 
the bacilli and a possible blood-stream in- 
fection. In suppurating tuberculous glands 
in the neck the pus should be removed first, 
and then tuberculin may be given with 
safety and benefit. 

In conclusion he expresses as his opinion 
after treating over 300 patients with in- 
jections of tuberculin that it is a remedy of 
the greatest value, especially in early cases 
and where the deposit of tubercle is local- 
ized, as in one apex, or in a lymph gland or 
single joint, but where the tuberculosis is 
disseminated and complicated by second- 
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ary infections the use of tuberculin can- 
not be expected to be of much avail. It 
ought, however, to be tried in every case 
with the hope of some relief or possible 
benefit. as we cannot allow the patient to 
suffer aid die without making every effort 
to arrest the progress of the disease. 

Tuberculin is not going to revolutionize 
the treatment of tuberculosis. It is a valu- 
able aid to the other methods of treatment. 
hence it must be used with care and dis- 
crimination and with a full knowledge of 
its dosage and therapeutic effects. 


TREATMENT OF HOOKWORM 
DISEASE. 

In the Journal of the American Aledical 
Association of April 8, 1911, STROSNIDER 
states that ground-itch in the papular or 
vesicular stage may be treated with 5-per- 
cent salicylic acid suspended in collodion. 
This usually cuts the attack of ground-itch 
to one or two days. During the pustular 


should ke cleansed and 


with silver nitrate, “and then a 


state the wound 
cauterized 
dry dressing of 5-per-cent boric acid and 
zinc oxide ointment applied twice daily. 
When great swellings occur hot applica- 
To allay itching and 
prevent secondary infection a combination 


tions should be used. 


5-per-cent zinc oxide and salicylic acid oint- 
ment applied locally, twice daily, is recom- 
mended. It is important to keep the foot 
bandaged or covered to prevent scratching 
or rubbing. 

Internal treatment should be begun on 
the fifteenth day from date of the ground- 
itch and repeated once. The same treat- 
ment should be instituted after an attack 
of ground-itch as if eggs were present in 
the stools, thus getting rid of the worms 
before they reach maturity and have done 
much harm. The stools should be exam- 
ined at the end of six and twelve weeks 
from the attack of ground-itch for eggs of 
any worm that may have escaped previous 
treatment. 

The first step is to remove the protecting 
chyme and mucus by a large dose of salts 
—Rochelle, 


Epsom, or Glauber’s—four 
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hours after the last meal. Sodium sulphate 
dissolves and removes the intestinal mucus 
best. The drugs used to kill or expel the 
worms are thymol, betanaphthol, and male- 
fern. 

The dose of thymol for children should 
be in proportion to the size, apparent age, 
Ashford and King 
give the following table of doses, to be 


and physical condition. 


regulated, in the case of children, rather by 
size than by actual age: 


Grains 
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It has been the author's routine treat- 
ment to give about 2 grains per year up to 
the age of thirty, the same to be adminis- 
tered in two equal doses two hours apart. 
Unfavorable conditions, such as_ great 
weakness, extreme anemia, diarrhea, car 
diac depression, pregnancy, and dropsy, re- 
quire a smaller dose. 

The thymol should be given in two or 
three broken doses to prolong its presence 
in the upper bowel. Because of its ten- 
dency to pack together under pressure or in 
the mucus in the intestine, equal parts of 
sugar of milk or some other soluble sub- 
stance should be mixed with it. To pre- 
vent burning of the mouth and throat, it 
should be given in cachets, wafers, or cap- 
sules; it may be given suspended in either 
mucilage or syrup of acacia or some simple 
syrup. The patient should lie on the right 
side and refrain from drinking much water, 
to prevent vomiting. After two or three 
another brisk purgative of salts 
(never castor oil) should be given to pre- 


hours 
vent its absorption. The patient should re- 
main in bed until the thymol is moved off. 
Either the bedpan or the commode should 
be used in the room to avoid possible 
fainting. 

To keep the alimentary canal clean, no 
food or drink, except water, should be al- 
lowed from the time the preparatory purga- 
tive is given until the purgative following 


the thymol has acted well. If the patient 
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is weak or faint, or if the burning in the 
stomach is excessive, a little warm coffee 
niay be allowed. The diet need not be re- 
stricted after several free movements have 
occurred following the post-thymol purga- 
tive, unless there is some special indication. 
The treatment should be repeated once a 
week until examination of the stool, washed 
through a piece of cheese-cloth, shows no 
worms, or the microscopic examination 
shows no eggs. 

Saturday evening and Sunday is the most 
convenient time to administer the treat- 
ment to working people and schoolchildren. 
The salts purge should be given Saturday 
evening and thymol begun early Sunday 
morning. For example, Saturday at 8 or 
9 p.M. sodium sulphate may be given; Sun- 
day at 6 A.M., thymol; Sunday at 8 A.m., 
thymol again; at 10 a.M., sodium sulphate. 
Until 4 p.m. the patient should not eat, or 
drink anything except water, and but little 
of that. 

Oils, fats (milk or butter), patent medi- 
cines, or beverages containing alcohol 
should not be allowed during thymol treat- 
ment. Thymol may affect the patient in 
one of three different ways: by intoxica- 
tion, by irritation of the kidney, or by ir- 
ritation of the stomach and intestine. The 
effects of absorbing a large amount of 
thymol are depression, headache, weakness, 
dizziness, tinnitus, nausea, unconsciousness, 
rapid, weak pulse, and sometimes profuse 
sweating and subnormal temperature 
(about % grain of thymol is soluble to the 
ounce of water). The effect of thymol on 
the gastrointestinal canal is occasional 
epigastric pain, nausea and vomiting, and 
more or less diarrhea. Therefore gastritis 
and diarrhea or dysentery are contraindi- 
cations. About half a dose should be given 
to every weak subject the first time. If 
toxic symptoms develop cardiac stimulants 
morphine and atropine, 
strychnine, digitalin or ergot subcutan- 
eously, and hot coffee per rectum. Alco- 
holic stimulation should be avoided. The 
patient should be kept recumbent. Hot 





should be given 


blankets should be applied to the body and 
a warm water enema used. 
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LOCAL ANESTHETICS IN THE MOUTH. 


In discussing a paper on this topic before 
the Royal Society of Medicine in London 
HEDLEY VIsICK said that, as a dental sur- 
geon, he had had a good deal of experience 
with these drugs. In reference to Dr. 
Dale’s remarks, he had noticed in several 
cases after adrenalin had been administered 
that there seemed to be acceleration of the 
heart-beat; in some cases it was very 
marked, and patients would speak of it. 
Possibly the patient’s dread of the pending 
operation might have something to do with 
that symptom. One boy, aged fourteen, 
actually vomited, and his heart beat very 
rapidly. In his case novocaine and adrena- 
lin were used, and he attributed the effect 
to the latter; the boy, however, was in a 
weak state when the drug was adminis- 
tered. He asked whether Mr. Smyth could 
say by what tests the scientific determina- 
tion of the toxicity of the drugs was estab- 
lished, as one naturally wished to use the 
safest drug. Some men stated that novo- 
caine was sjx times less toxic than cocaine. 
He had used cocaine and novocaine, each 
in about an equal number of cases, and 
had only had one patient really ill, and that 
was the case of the boy already mentioned, 
though some had complained of a feeling 
of nausea. In his experience anesthesia 
took much longer to establish under novo- 
caine than with cocaine, and when the 
dentist was busy that was a consideration, 
besides the desirability of relieving the pa- 
tient of the tooth and suspense as soon as 
possible. The solution he now uses is 
Parke, Davis & Co.’s ‘‘Codrenin,” which is 
a solution containing cocaine and adre- 
nalin, each cubic centimeter containing 
one-third of a grain of cocaine hydro- 
chloride and one-one-thousandth of a grain 
of adrenalin chloride, with chloretone 
added as a preservative. He has _ ob- 
tained such good results from the use 
of this preparation that he does not 
feel disposed to depart from it. With re- 
gard to pain, some patients said after the 
operation that sthey felt slight pain; how- 
ever, the previous passing of a probe into 
the gum, even to the bone, had not caused 
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pain, so that possibly their impression arose 
from the fact that they were fully conscious 
of the amount of force used in the extrac- 
tion, which they felt must cause pain. Most 
patients, however, admitted that they felt 
nothing whatever. As an experiment, he 
had tried using normal saline solution in 
one or two cases without any cocaine or 
other drug, and he had quite good results 
from it. Possibly there was some hypnosis 
or other mental state to account for the 
result, unless it was due to pressure of the 
solution on the nerve-endings; he thinks 
that the salt solution passed too quickly 
into the blood to act as a local anesthetic. 
The patients, however, assured him that 
the pain was appreciably deadened; and, 
after all, they were the best judges. 





THE PITUITARY GLAND AND THE 
ACTIONS OF ITS EXTRACTS.. 

To the American Journal of the Medical 
Sciences for April, 1911, WiGcERs contrib- 
utes an able article on this subject. It may 
be well to recapitulate briefly the chief 
ideas that the writer has sought to bring 
out in his paper: 

1. Developmentally and __ histologically, 
the pituitary gland is composed of an an- 
terior or epithelial portion and posterior or 
neurogliar portion. 

2. The anterior lobe evidently elaborates 
a secretion that is necessary to life and to 
normal metabolism and development. 

3. This substance has so far resisted ex- 
traction by various solvents, hence its chem- 
ical nature and physiological properties re- 
main unknown. 

4. The posterior lobe, which is not of 
vital importance, contains or secretes a sub- 
stance that may be extracted by water, 
glycerin, or salt solution, and resists boil- 
ing, but it has not been demonstrated that 
it is identical with the secretion of the an- 
terior lobe or that it represents its vital prin- 
ciple. 

5. These extracts constrict the peripheral 
vessels (probably by a direct muscular ac- 
tion), thus producing a marked rise of ar- 


terial blood-pressure. This constriction is 
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not equally pronounced in all organs, for 
the renal vessels are, at least passively, di- 
lated during its action. 

6. These extracts are generally stated to 
slow and strengthen the heart, but myo- 
graphic tracings of the intact and perfused 
heart indicate the depressing influence to be 
the most constant and characteristic one, an 
increase in the amplitude being only excep- 
tionally the case. The slowing, as well as 
depression, is largely attributable to a di- 
rect cardiac action, but the former may be 
augmented by a vagus effect. 

?. Pituitary extract resembles adrenalin 
in its action only in that it causes a rise in 
blood-pressure. The manner in which they 
affect the heart and blood-vessels, as well 
as the effects induced, is entirely different. 

8. In addition to its cardiovascular ac- 
tions, pituitary augments the secretion of 
urine and inhibits the flow of pancreatic 
juice, but it has not been definitely deter- 
mined whether these varied reactions are 
due to separate substances, to a specific af- 
finity of a single substance for different 
cells, or whether they are secondary to 
changes in the circulation. 





TREATMENT OF PNEUMONIA. 


Tuomson in the Medical Record of 
April 1, 1911, beliéves that we have reason 
to hope that success may come from the 
new science of specific vaccine therapy. 
The more one sees of this recent recourse 
against microbic infections the more one 
feels convinced that its discovery is to 
mark a great era in medicine. Against 
pneumonia it has not yet proved generally 
successful, but this is not to be wondered 
at, considering our imperfect knowledge as 
yet both of the principles and practical ap- 
plications of this new branch of therapeu- 
tics. 

But while waiting for such specific mea- 
sures we can do much by symptomatic 
treatment. One great indication is to sup- 
ply the patient with all the fresh air pos- 
sible. Whether the good effects here are 
due to the unfavorable action of oxygen on 
the growth of the pneumococcus itself or 
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, to the property of oxygen to strengthen 
muscular function is uncertain. Huxley 


calculated that a man would be able to move 
Newgate Prison if he could breathe like a 
a flea from every part of his body instead of 
| only through the lungs. Probably both 
these elements are operative. Certain it is 
that the chances of a pneumonia patient are 
better if his couch can be put in a tent on 
the hospital’s roof than down in its wards. 
Another indication is to avoid as far as 
can be all bodily movement. In no acute 
disease is removal to a hospital over the 
The 
B: writer does not allow a pneumonia patient 
; to sit up for examination. He has often 
seen the lips become blue, he states, on 

merely turning the body from one side to 

; the other, and when this has to be done it 
i should be as gently as possible. All this is 
unlike the experience with typhoid fever, 
when delirious patients in the third or even 
in the fourth week may be moved without 


rough street pavements so often fatal. 


injury. 

The best stimulant for heart failure in 
pneumonia, as well as in other conditions, 
is camphor given hypodermically in half- 
gramme (7 1/2 grains) doses [A very large 
dose.—Ep.] dissolved in a syringeful of 
sterilized olive or almond oil, and which 
can be repeated in two hours if necessary. 
Strychnine is much inferior to camphor for 
this purpose. Some physicians are now 

. giving camphor hypodermically in doses 
‘ two or three times greater than as above 
recommended. 

In many cases the onset of pneumonia is 
accompanied by severe pleuritic pain. This 
causes the breathing to be very hurried, 
short and shallow, and for a time the aspect 
of the patient is that of serious shock. At 
this juncture a single dose of one-fourth 
or one-half of a grain of morphine given 
hypodermically over the seat of the pain is 
of great service. 

: A different condition sometimes occurs 
‘ at this early stage, which is not treated as 
successfully as it was in the days of our 
forefathers. That condition is one of rapid 
congestion of the affected lung, causing 
acute dilatation of the right ventricle, with 
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Because this state is 
much 
more so than by leeches or by wet cupping, 
our predecessors were led to bleed in 
pneumonia as a routine practice through the 
whole course of the complaint. This was a 
serious error, but the fact remains that 
nothing so soothes the patient and improves 
the subsequent conditions as a single vene- 
section when the signs above given indi- 
cate it. 

After an experience of half a century in 
the treatment of pneumonia, and after try- 
ing a great variety of remedies, the author 
asserts he came in time to the belief that 
it did not make much difference what we 


suffocative dyspnea. 


promptly relieved by venesection, 


used or did not use. Patients recovered or 
died just the same as they did a hundred 
years ago. But during the past decade he 
has had reason to change his mind, as both 
in his hospital and in consultation practice, 
including two severe epidemics of pneu- 
monia, he has had a greater percentage of 
recoveries than before, due, he supposes, to 
the effect of one drug which, among other 
effects, changes the course of the fever so 
that in 70 per cent it ends by lysis instead of 
by crisis. That drug is creosote carbonate 
in 15-grain doses given every two or three 
hours in a specially prepared emulsion, 
which is so well borne by the stomach that 
he has known it to stay down when every- 
thing else was rejected. The extreme sus- 
ceptibility of the pneumococcus to the faint- 
est trace of carbolic acid may allow of this 
preparation being regarded as a true blood 
germicide. The writer has seen no injuri- 
ous effect produced by it even when its ab- 
sorption causes the urine to become dark. 


The formula for this emulsion is: 


R Gum acacia, 3iv; 
Aque, f3ivss. 

Ft. mucilag. tune. adde: 
Creosoti carbonati 3v, mxx. 


M. et adde: 
Glycerin, £5); 
Aq. menth. pip., q. s. 
S.: Tablespoonful (15 grains creosote car- 
bonate) every two or three hours. 


ad f5viij. 


This is also the favorite prescription of 
the author for pulmonary phthisis, not that 
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he expects it to be operative against the 
tubercle bacillus, but against the pyogenic 
microorganisms whose alliance with the tu- 
bercle bacilli in the lungs is so disastrous. 





ARTHRITIS DEFORMANS AND ITS RE- 
LATION TO INTESTINAL 
PUTREFACTION. 

In the ./edical Record of April 1, 1911, 
CORNWALL writes a paper on this topic. In 
closing his paper he emphasizes the follow- 
ing points: 

1. The importance of finding out, in any 
particular case of arthritis deformans, if 
chronic putrefaction toxemia enters into 
the etiology. 

2. The value of a diet of lactacid milk, 
cereals, fats, vegetables, and fruits in those 
cases which are caused or aggravated by 
chronic putrefaction toxemia. 

3. The importance of “feeding up” in 
cases with debility and malnutrition, and 
the harmfulness of burdening feeble pa- 
tients with an excess of food, especially 
putrefiable proteids. 

t. The value of potassium iodide in some 
cases and the worthlessness of the salicy- 
lates in all cases. 

5. The beneficial effects that can be de- 
rived from living in a warm, dry climate. 

6. The necessity for patience and perse- 
verance in treatment on the part of both in- 
valid and physician. 


THE UTILIZATION OF FATS AND OILS 
GIVEN SUBCUTANEOUSLY. 

In the Archives of Internal Medicine of 
May 15, 1911, Mitts and Conepon as the 
result of research on this topic conclude: 

1, Olive, peanut, cocoanut, sesame, cot- 
tonseed, lard oils, unsalted butter fat and 
lard may be given hypodermically and over 
a considerable period without local irrita- 
tion, provided aseptic care is used, and no 
constitutional disturbance occurs if precau- 
tions are taken to prevent injections into 
the blood stream. 

2. Emulsions of these oils made with 
3 to 5 per cent of egg lecithin and water 
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are permanent, and cause no irritation if 
given subcutaneously. 

3. Oils and fats given subcutaneously 
are absorbed by means of the lymphatic 
system and eventually reach the thoracic 
duct. 

4. Lymphatic vessels and glands in con- 
tact with and transmitting oil for any 
length of time become hypertrophied and 
are thus better able to carry oil. 

5. The amount of absorption of plain 
oil from the subcutaneous tissues after in- 
jection during starvation is so small as to 
be negligible. Emulsified oils and fats in- 
jected during starvation are absorbed in 
amounts sufficient to furnish from one- 
half to two-thirds of the full calorific re- 
quirement of the animals injected. 

6. Oils and fats so injected and absorbed 
have no more influence on the destruction 
of protein in starvation than has fat given 
alone by mouth. 

7. Plain oils injected subcutaneously 
under conditions of low protein ingestion 
are little, if any, better absorbed than when 
similarly given during starvation. Emulsi- 
fied oils injected under these conditions 
are absorbed quite as well as similar oils 
given to starving animals. 

8. Plain and emulsified oils are absorbed 
about equally well when the animals in- 
jected are given a plentiful supply of pro- 
tein in their food. This probably furnishes 
the large quantity of lipolytic enzymes 
necessary for body action on plain oil. 

9. The injection of oils subjected to 
lipolysis causes death, which is due appar- 
ently to the production of oleic or other 
acids with the possible formation of toxic 
quantities of soaps. 

10. Oil absorbed from the tissues after 
subcutaneous injection is (a) burned in 
the body for the production of heat and 
energy, thus sparing the body fat; (Db) re- 
tained as such within the organism; or (c) 
possibly converted into body fat by recon- 
struction in the liver, from which it may 
be sent for storage to the various deposi- 
tories, after which it is drawn on as needed. 
Proof of this last proposition is lacking. 

11. It seems likely, from comparative 
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examination of the iodine indices of the 
ether extracts of visceral and adipose tissue, 
that the actively functioning viscera use 
oil and fat absorbed after subcutaneous in- 
jection for the direct performance of their 
functions, and that the storage of the for- 
eign fat given in excess of the nutritive re- 
quirement takes place principally in the 
subcutaneous tissue, liver, and lungs, to a 
small extent in the kidneys and spleen, 
while the pancreas and stomach and intes- 
tines are practically uninfluenced. 

12. This demonstration that after injec- 
tion under suitable conditions oils can be 
absorbed to an amount capable of covering 
so large a proportion of the caloric require- 
ment suggests the application of such in- 
jections to the treatment of wasting dis- 
eases, to the cachectic conditions associated 
with imperfect metabolic processes, and 
especially to tuberculosis, in which the in- 
tolerance to fats is almost symptomatic. 





VACCINES IN THE TREATMENT OF 
FURUNCULOSIS AND OTITIS MEDIA. 


The Journal of the Minnesota State Med- 
ical Society of May 15, 1911, reminds us 
that the treatment of certain infective 
states has been greatly changed since 
Wright described his technique for determ- 
ining the opsonic index. Blood-purifiers, 
such as the sulphur and molasses that our 
grandmothers used on their grandchildren, 
and the iodides and sarsaparilla that our 
preceptors advocated, are now being dis- 
placed by vaccines. Unfortunately, the 
various vaccines that are now employed 
cannot be obtained outside of the large 
cities except under special arrangement. 
It is also necessary for the operator to thor- 
oughly familiarize himself with the needs 
of his patient before making an injection. 
This necessitates a careful investigation 
into the character of an infective process 
and the observance of fixed rules which 
govern the employment and dosage of a 
vaccine. The treatment of furunculosis by 
the hypodermic method cannot be left in 
incompetent hands, but, generally speaking, 
a staphylococcus vaccine is indicated. 
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Many cures have been reported and re- 
peated failures have not been recorded, 
hence this new method of treatment has 
not received the indorsement of medical 
men, except where careful observations 
have been made. It is highly essential 
that each patient should be carefully exam- 
ined as to the condition of the urine, for the 
presence of albumin or sugar is a contra- 
indication for the employment of vaccines. 
Continued high temperature, toxemia, and 
other intercurrent acute affections also bar 
its use. 

The methods of infection must be con- 
sidered from the standpoint of occupations, 
injuries, irritants, etc., before vaccines are 
used. Dr. Gaskill, of Philadelphia, in the 
Journal of the American Medical Associa- 
tion of April 15, advocates the treatment 
of uncomplicated furunculosis by the use 
of a sharpened cotton applicator dipped in 
phenol to open the boil, rather than the 
use of the knife. This is followed by the 
use of a dry-cup, then by an injection of 
polyvalent staphylococcus vaccine made by 
a reliable firm. 

The application of salicylic acid ointment 
of from 5- to 15-per-cent strength is used 
after the injection to allay pain. It may 
be, and often is, necessary to give repeated 
injections in obstinate cases before a cure 
is effected, but ordinarily one or two in- 
jections are sufficient. 

The treatment of 
media (scarlatinal) by bacterial vaccines 
by Weston and Kolmer, of Philadelphia, 
presents a study of one hundred cases ex- 
tending over a period of nine months, and 
offers much food for reflection. The article 
should be carefully read, as it deals with 
a variety of bacteria found in their inves- 
tigations. Each organism should be iso- 
lated, and standard vaccines made from 
them. No one vaccine will serve for every 
case. Sometimes two organisms are found, 
hence two vaccines are to be prepared and 
administered. 

These men conclude that the best time, 
all things considered, for commencing the 
vaccine treatment in cases of otitis media, 
is from the eighth to the sixteenth day 
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of the discharge, and that three times as 
many patients are cured within thirty days 
and permitted to go home as under the 
usual treatment. This means that the aver- 
age residence of a patient in the hospital 
has been considerably decreased. 

The vaccine promises most in acute 
cases, although cases were reported in 
which the discharge from the ears had con- 
tinued from twelve to fourteen weeks 
before the vaccine treatment began. 

Considering the large number of old 
“running” ears vaccine therapy offers a 
fruitful and encouraging field for exploita- 
tion. If these cases can be cut short by 
vaccines the number of mastoid operations 
will be materially diminished. 





HAY-FEVER AND ITS TREATMENT. 

3EVERLEY ROBINSON writes in Merck’s 
Archives for May, 1911, upon this topic. 

Speaking generally, the writer asserts he 
has had more satisfaction from a combina- 
tion of camphor, oleoresin of cubeb, 
glycerin, and petrolatum than from any 
other local application. The above in- 
gredients, when mixed, are in the form 
of a relatively soft ointment. They may be 
used, sniffed well up into the nasal pas- 
sages, several times a day, and introduced 
therein either with the end of the finger 
or on a camel’s-hair brush, before being 
drawn well up and backward into the nasal 
passages, and when they are felt in the 
nasopharynx the excess of ointment is 
hawked down and expectorated from the 
mouth. At present he is making use of 
the liquid petrolatum, and the ingredients 
become a thick, oily liquid instead of a soft 
ointment. These are sprayed by means of 
a glass atomizer into the nasal passages 
several times daily, or whenever relief 
seems to be much needed. The precise 
formula now employed by him is: 

Kk Pulv. camphore, gr. x; 

Oleoresine cubebe, m. xx; 
Glycerini, £3j; 
. Petrolati liq., q. s. ad f5ss. 


In conclusion he adds that in his observa- 
tion there is no health resort in the East 
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which will invariably, and during succes- 
sive seasons, accord absolute immunity to 
attacks of hay-fever. Further, this is also 
true of a sea voyage, even though it be a 
long one. 





A PRELIMINARY NOTE ON THE NU- 
TRITIVE VALUE OF WHITE AND 
OF STANDARD BREAD. 

This subject, which has also attracted at- 
tention in this country, is discussed by 
Hitt and Frack, in the British Medical 

Journal of May 6, 1911. 

Considering the public interest excited 
in this matter, and the paucity of exact 
experimental evidence, Mr. Martin Flack 
and the author have carried out a research 
on rats. They chose rats because they are 
carnivorous animals and like man in this 
respect. They obtained as many young 
tame rats as they could and fed them for 
three weeks, some on white and some on 
standard bread, and for a second three 
weeks on white or standard flour. Both the 
bread and flour were obtained in a country 
town, from shops that supplied most of the 
inhabitants. The flours used for the bread 
were not the same as the flours obtained 
from the corn merchant. The rats were 
divided into two lots of 25 each, and were 
kept under exactly the same _ conditions. 
The total weights of each lot were almost 
exactly the same at the start. 

The rats were given bread or flour and 
water and no other food. At the end of 
three weeks they changed from bread to 
flour to see if the baking had anything to 
do with the result they were obtaining, but 
found this made no difference. 

The result was astonishing. From first 
to last the rats fed on white bread or flour 
did far the worse. Ten of them died, and 
five of these were eaten by the others before 
their bodies could be removed. Five of 
those fed on standard bread or flour died, 
and two were eaten. The weather was very 
cold at first, and this partly explains the 
heavy mortality. The white lot stood the 
cold worse. 

Tables show the great difference in the 
putting on of weight in 15 rats of each 


a0 


lot. The standard increased 27% per cent, 
against 12 per cent for the white flour rats 
in the last three weeks. At the end of the 
period the white 15 were nearly all losing 
weight. The white-fed rats were far less 
lively and less sleek in appearance. 

It seems clear that either the standard 
flours contained something essential to 
growth which was not in the white flours, 
or that the white flours contained some- 
thing détrimental—for example, improvers. 

They tried another lot on white flour plus 
an amount of,wheat germ about equal to 
that in standard flour, and found the re- 
sults every bit as good as for standard 
flour. It is highly probable that the germ, 
the growing part of the wheat grain, would 
contain amino-acid groupings essential for 
growth, and possibly bodies which activate 
the enzymes engaged in the digestion of the 
proteins of wheat. Treatment of the white 
flour may have destroyed these bodies. 

Testing the pancreatic digestion of their 
standard and white flours they found the 
standard in every case gives them earlier 
the Adamkiewicz reaction for tryptophane, 
showing that this essential amino acid is 
split off earlier, and therefore is probably 
better absorbed in the intestine and utilized 
in the body. 

Finally, they tested on 15 individuals the 
acidity of a weighed quantity of standard 
and white bread chewed in the mouth for 
They found no difference in 
It has been stated that the 
acidity of white flour is greater and leads 
to decay of the teeth. They assert they 
cannot confirm this, at any rate, for the 
breads tested by them. 

They are now doing controls on further 


two minutes. 
this respect. 


groups of rats—three groups of 25 each: 
(1) whole meal, (2) standard, (3) white 
flour. The first week’s weighings show 
white flour markedly inferior, and whole 


meal the best. The results given appear 


so striking that they feel justified in pub- 
lishing this preliminary note. 

It seems clear that children of the poor, 
who are largely fed on bread and marga- 
rine or bread and jam, ought to have the 
standard and not the white bread tested by 
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Flack and Hill. How far the results are 
due to treatment of their white flours by 
“bleaching,” etc., they are not able to say, 
and cannot therefore generalize that all 


white flours are worse than standard. 


THE TONSILLAR TREATMENT OF 
RHEUMATISM. 

P. ScuicHotp (Miinchener med. Il och- 
enschrift, Feb. 8, 1910) has been induced 
to study the treatment of articular rheu- 
matism by removal of the tonsil. This 
treatment was first described by Giirlich, 
who found that in practically every rheu- 
matic affection pus collects in the tonsillar 
lacunz and forms the primary focus of the 
This can be demonstrated by 
The 
thoroughly exposed to view by hooking up 
the anterior pillar of the fauces and draw- 
The pus can be obtained by 


infection. 


direct examination. tonsil can be 


ing it aside. 
passing a hollow sickle-shaped probe into 
the lacunz. In order to obtain satisfactory 
results the author advises that the lacune 
should be slit up, and he prefers to do this 
with a Hartmann’s conchotome. He does 
not consider it necessary to slit up every 
lacuna, but limits himself to those which 
prove to be harboring pus. Having done 
this he proceeds to remove the tongues of 
tonsillar tissue formed by the 
The tonsil is then almost completely re- 
moved, although sufficient adenoid tissue 
is left both at the base of the tonsil and 
elsewhere in the fauces to satisfy the needs 
Removal of the tonsil with 


incisions. 


of the body. 
the guillotine is quite insufficient for the 
purpose. 

The author has practiced this method of 
slitting open the lacunze and removing the 
tonsils thoroughly in 70 cases, and states 
that only on one occasion did he meet with 
hemorrhage which required special means 
of treatment. He claims that the removal 
of the tonsil not only cures the attack but 
also prevents a recurrence. The pain in 
the joints and the swelling diminish and 
disappear rapidly, although a reaction sets 
in on the second or third day. He attempts 
to explain this reaction on assumptions of 
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a highly hypothetical nature. The general 
condition improves at once, and he does 
not even find it necessary to give salicy- 
lates. The operative procedure is carried 
out in from three to five sittings. He does 
not use cocaine or any other form of 
anesthesia. If the treatment is broken off 
before the greater part of the tonsil has 
been removed the tendency to recurrence is 
not destroyed. 

With regard to endocardial complications 
Schichold states that these are improved 
in the early stages, when no_ organic 
changes have occurred, but as soon as vege- 
tations have formed and the valves are 
definitely affected the tonsillar treatment 
fails to do good. The changes in the 
endocardium may form a secondary focus 
of infection, and the same form of secon- 
dary deposit may take place in other 
organs. Under these circumstances re- 
moval of the tonsil cannot even alleviate the 
condition. The author therefore pleads for 
the tonsillar treatment early in every case 
of rheumatic affection during the time when 
the tonsil alone harbors the causal organ- 
ism. He has further attempted to apply 
this form of treatment to other conditions, 
such as nephritis, in which a tonsillar in- 
flammation is often found. The results 
will be reported later—British Medical 
Journal, May 6, 1911. 


TREATMENT OF STRYCHNINE POIS- 
ONING WITH CHLOROFORM. 

SHAKLER reports an original research on 
this topic in the Philippine Journal of 
Science for December, 1910. He concludes 
thus: 

1. Dogs poisoned with doses of strych- 
nine which are certainly fatal may recover 
from the effects of the strychnine if prop- 
erly treated with chloroform together with 
the intravenous injection of liberal quanti- 
ties of Ringer-Locke solution. 

2. Better results are obtained if the 
chloroform is given by intratracheal insuf- 
flation and in uniform concentration, as 
low as consistent with the condition of the 
patient. 
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3. Dogs saved from strychnine death by 
means of chloroform are likely to die later 
of chloroform poisoning. 

t. Chloroform is far inferior to ether 
for the treatment of strychnine poisoning, 
and probably for the treatment of convul- 
sions in general. 

5. Further experiment is necessary to 
determine the merits or demerits of atro- 
pine and of morphine in the treatment 
with chloroform of strychnine poisoning. 


ON THE THERAPEUTIC USE OF 
PITUITRIN. 

Kotz, of the Gynecological Clinic of the 
University of Tiibingen, Germany, writes 
in the Miinchener Medicinische IV ochen- 
schrift of May 23, 1911, on this topic. 

After referring, briefly, to the physiologi- 
cal effect of the remedy, as shown by the 
literature, and stating that part of his ex- 
periments were conducted with the product 
of Parke, Davis & Co., the author mentions 
18 cases of atonic uterine hemorrhage that 
he treated successfully by means of pitui- 
trin. In two cases, in which he used the 
most active preparation of ergotin obtaina- 
ble in Germany without benefit, an injection 
of pituitrin produced regular labor-pains 
within 3 minutes. Cases that presented all 
the symptoms of acute anemia and that had 
received only one intramuscular injection 
of pituitrin, without any other medication, 
recovered in a surprisingly short time, with- 
out any tendency to collapse. 

The injection is made intramuscularly in 
order to have the remedy absorbed as 
quickly as possible and to avoid necrosis. 
But the author advises physicians not to ad- 
minister pituitrin before the placenta comes 
away, despite the fact that Hofbauer rec- 
ommended its use as an ecbolic agent. 

According to Klotz the administration of 
pituitrin is contraindicated in all cases al- 
ready exhibiting an increase of blood-pres- 
sure, i.e., nephritis, the cardiac complications 
of goitre, etc., as well as in arteriosclerosis 
and cardiac weakness. 

The author designates pituitrin as a happy 
combination of a uterine, arterial and heart 
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tonic that deserves a permanent place in the 
therapy of atonic uterine hemorrhage in 
particular and acute anemia in general. In 
it, he claims, we possess an agent that pro- 
duces a moderate increase of blood-pressure 
that lasts for hours without taxing the heart 
to any great extent. Simultaneously it in- 
creases the force of the heart-beat, excites 
intestinal peristalsis, increases the excretion 
of urine, and produces a stimulating effect 
upon the bladder. 

Since he observed the favorable effect of 
pituitrin upon the reduction of the blood- 
pressure in various toxemias in his experi- 
ments on animals, he strongly adocates its 
use in the treatment of peritonitis and in 
such infectious diseases as pneumonia and 
diphtheria in which a reduction of the 
blood-pressure is produced by the existing 
toxemia. In conclusion he points out that 
pituitrin may be safely administered for a 
long time and does not produce a detrimen- 
tal effect upon the heart. 





LOCAL ANESTHESIA IN RENAL OPER- 
ATIONS. 

A. LAEWEN states in the Miinchener Med- 
icinische Wochenschrift, 1911, No. 26, that 
he performed a pyelotomy for nephrolithia- 
sis On a decrepit old man, who was afflicted 
with arteriosclerosis and made use of the 
following local anesthetic method instead of 
general narcosis: Extending from four an- 
esthetic wheals of the skin, which were 
placed in a curved line running parallel with 
the crest of the ileum about the width of 
two fingers from the crest of the ileum, 20 
Ce. of a 5-per-cent adrenalin, novocaine 
and bicarbonate solution were injected 
deeply at points lying under one another, 
about 4 Cm. from the interspinal line, and 
a 1-per-cent solution of novocaine, adrena- 
lin, and bicarbonate solution was injected at 
the points of exit of the twelfth intercostal 
and first to third lumbar nerves. Moreover 
the site of the transverse lumbar incision 
was outlined with subcutaneous injections 
of a half-per-cent novocaine solution. Within 
15 minutes the anesthesia was complete, so 
that the kidney could be laid bare. The in- 


cision into the renal organ, for the purpose 
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of extracting the stone, as well as the sutur- 
ing of the kidney, were executed without 
pain, as was also the final suturing of the 
soft parts. 





THE PHARMACOLOGICAL BASIS FOR 
AN INTRAVENOUS ADRENALIN 


THERAPY. 
STRAUB, writing in the Miinchener 
Medicinische Wechenschrift, 1911, No. 


26, asserts that adrenalin does not exert a 
cumulative effect. It only affects the blood- 
pressure when it comes into direct contact 
with an artery, i.e., when it is injected in- 
travenously. The intensity of the action 
depends entirely upon the concentration of 
the solution, which is rapidly destroyed in 
the circulation. Therefore the rapid injec- 
tion of concentrated adrenalin solutions is 
dangerous to the human organism, while 
the slow intravenous infusion of weak solu- 
tions produces a continual increase in blood- 
pressure, in proportion to the rapidity of 
the flow. This demonstrates that it is a 
mistake to determine a maximum dose for 
adrenalin since the action of the remedy is 
not dependent upon the total amount ad- 
ministered but the amount of adrenalin that 
is brought into action during a given unit of 
time. All the various indications of the 
effect of adrenalin upon the pupil, heart, 
uterine muscular tissue, etc., may be placed 
under one head, namely the irritation of the 
sympathetic nerve. 





ADRENALIN IN THE TREATMENT OF 
SEVERE CASES OF MEASLES. 

In a clinical lecture (Die Therapie der 
Gegenwart, June, 1911) that takes in the 
whole scope of the therapy of measles and 
broncho-pneumonia Pror. BAGINSKy makes 
the following reference to the use of ad- 
renalin in the extreme prostration that 
sometimes complicates measles. After 
speaking of the use of various excitants 
and stimulants and warning his colleagues 
against the administration of digitalis, the 
author said: “The subcutaneous injection 
of adrenalin in combination with physiolog- 
ical salt solution might, on the contrary, be 
essayed with a great deal more confidence. 
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I would suggest the use of a physiologic 
salt solution, not to exceed 4 per cent in 
strength, in moderate quantities, so that not 
over 100 Cc. are injected into children of 
1 to 2 years and not over 150 to 200 Cc. into 
older children at one time of a mixture con- 
sisting of 1 to 2 grammes of Adrenalin 
Chloride Solution to 150 grammes of the 
physiologic salt solution. There is nothing 
peculiar or specific about this treatment, as 
it is frequently employed in conditions of 
collapse.” 





ADMINISTRATION OF SULPHONAL 
AND ITS DANGERS. 

RoBerTSON, writing in the Journal of 
Medical Science for April, 1911, expresses 
the belief that sulphonal is a dangerous 
drug. He asserts that there is no other 
sedative in use, the employment of which, 
in ordinary medicinal doses, must be ac- 
companied by so many precautions,- and 
which is so beset by various dangers, as 
sulphonal. Except in skilled and careful 
hands it must therefore be regarded as 
a dangerous drug, and it should not be 
prescribed unless the patient is to be under 
medical observation during its administra- 
tion. Even in medical hands, death has 
resulted from its use in a large number 
of cases; and the writer states he has 
obtained a note of at least twenty-five cases, 
few, however, being of recent occurrence, 
from those who have replied to his in- 
quiries. It is, moreover, absolutely certain 
that the true death-roll is very much 
greater, as both the acute form of poison- 
ing by sudden collapse and the more chronic 
form with hematoporphyrinuria may be 
mistaken for other conditions if sulphonal 
be not suspected. In the first case of 
chronic poisoning which he had an oppor- 
tunity of observing, one of the earliest in 
this country, the symptoms were so vague 
that an eminent consulting physician was 
called in to diagnose the condition; but the 
correct diagnosis was not made till some 
weeks after death, when a report was made 
by MacMunn of the pigment found in a 
specimen of urine sent to him for ex- 
amination. The author asserts he has also 


known of two cases of sudden collapse and 
of semi-consciousness, the result of acute 
poisoning, in neither of which sulphonal 
was suspected of being the cause, because 
the symptoms developed with such rapidity, 
and the diagnosis of the condition ulti- 
mately lay between a cardiac or a cerebral 
disorder till its true nature was discovered. 

Uncertainty in its effects, or the existence 
of persons who are specially susceptible to 
it, are also serious objections to the use- 
fulness of any drug. It is not comforting 
to know that a drug may be safely admin- 
istered to ninety-nine persons out of one 
hundred if it acts dangerously on the hun- 
dredth, and no means exist for discovering 
who this individual may be. On the ground 
of this uncertainty the employment of sul- 
phonal has been condemned by at least one 
authority on therapeutics. 

In contrast with these dangerous symp- 
toms, and even deaths from ordinary doses, 
it is known that very large single doses 
have often been taken by mistake or other- 
wise and been recovered from. Patients 
have also been known to take sulphonal in 
full doses (90 grains per day) continuously 
for a period of many weeks without serious 
results, and others have taken it regularly 
for many years without unpleasant symp- 
toms, or even any disturbance to the gen- 
eral health or nutrition of the body. The 
writer has been informed of a lady, aged 
seventy-seven, who has all her life been 
a sufferer from insomnia, who has for the 
last twenty years taken sulphonal regularly 
every night. During most of this time the 
dose was from 20 to 40 grains, during part 
it was higher; but for several years it has 
been reduced to 15 grains. It is taken in 
hot milk. Except for a difficulty in walking 
the patient is remarkably well and enjoys 
good health, and does not appear to have 
suffered in any way from the prolonged use 
of the drug. 

In conclusion, there now appears to be a 
sufficient volume of evidence from physi- 
cians competent to judge, who, from their 
habit of using the drug daily in their prac- 
tices, have had ample opportunities of 
watching its effects, which indicates that 
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hy eliminating certain cases, by exercising 
the precautions which have been mentioned, 
and by watching its effects closely, sul- 
phonal may be continuously administere« 
with comparative safety. Its discontinuous 
or occasional use in single doses of mod- 
erate size, if idiosyncrasy has been ex- 
cluded, does not appear to be accompanied 
by any danger. 

[The last paragraph of this article seems 
to be the most sensible part of it. Consider- 
ing the large amounts used accidents have 
very rarely occurred.—Ep. | 


INFECTION OF THE URINARY TRACT 
IN CHILDREN BY COLIFORM 
ORGANISMS. 

JEFFREYS contributes a paper on this 
topic in the Quarterly Journal of Medicine 
for April, 1911. He says his usual treat- 
ment was upon three lines: (1) Alkalies; 
(2) urinary antiseptics; (3) local treat- 
ment to the bladder. These were usually 
combined, and the author asserts that he 
cannot say that any of them seemed of 





very much value. The alkalies have been 
very widely used, with the idea that the 
bacillus coli does not thrive in an alkaline 
medium. This is not strictly true; it grows 
quite well in an alkaline medium, but also 
grows well in an acid medium, while the 
usual pyogenetic organisms will not. The 
reason why the urine of these cases is 
acid is because the bacillus coli does not 
split up urea. The author has not found 
the alkalies of any great value, neither has 
he found the urinary antiseptics of much 
use. Local treatment by washing out the 
Lladder and injecting iodoform finds its 
way to the pelves of the kidneys in the 
way that pigment particles do, as shown 
by Bond. In the severe cases vaccines 
appear to improve the general condition 
of the patient, but seldom remove the pus 
from the urine. 

The author thinks it most important to 
treat the bowel condition by washing out 
the large intestine and keeping it acting 
by means of aperients, but being careful 
not to produce further irritation of the 


large intestine, as is very likely with aperi- 


ents. Judging by three cases cured by 
appendicectomy it seems well worth while 
resorting to this measure in stubborn 
cases. 

In conclusion there are one or two points 
to which the author refers. Thursfield 
has suggested a relation between this con- 
dition and cyclic vomiting; two of his 
series presented symptoms similar to cyclic 
vomiting, and in cases of the latter the 
urine should always be examined for pus. 
The disease occasionally presents a similar- 
ity to appendicitis, especially in the acute 
exacerbations with pain in the right side, 
constipation, and fever, and in such cases ° 
a search for pus in the urine should be 
ade, but even if it is found the complaint 
may still be appendicitis, or both, and it 
is very likely that removal of the appendix 
will cure one or both diseases. 


TUBERCULIN IN THE TREATMENT OF 
TUBERCULOSIS. 

Horr in the Quarterly Journal of Medi- 
cine for April, 1911, has this to say as to 
now to use tuberculin in treatment. The 
avowed and immediate object of the thera- 
peutic administration of tuberculin is to 
produce minimal degrees of focal reac- 
tion. The real and ultimate object is to 
produce adequate but not excessive auto- 
inoculation. 
autoinoculation. It is often, however, laid 


Focal hyperemia is potential 


down that the whole object of tuberculin 
administration is merely the production of 
antibodies to the injected products of the 
tubercle bacillus, and that the manufacture 
of such antibodies is the direct result of 
the tuberculin injection. 

This theory, for it is no more, misses 
the very essence of the true object of 
tuberculin administration. If it be true 
that we inject this substance in order to 
produce safe’ degrees of local reaction, it 
is clear that in so doing we are causing 
the focus of disease to inoculate the system 
with, inter alia, its own products of the 
tubercle bacillus, and thus are inviting the 
production of antibodies to these focal pro- 
ducts. This is a very different matter to 
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placing our hope only on the power of the 
subcutaneous tissues to produce antibodies 
at the site of injection in direct response 
to the tuberculin injected. Such a theory 
also ignores the fact that the focal hyper- 
emia which makes autoinoculation possible 
also allows the opportunity for free and 
direct access of the antibodies thus indirect- 
ly produced to the focus of disease. But, 
more important still, it also ignores the 
great probability that when an infection 
undergoes spontaneous cure both bacteria 
and the infected tissues are probably con- 
verted into vaccines, which then elicit both 
bacterial and cellular restraint. 

The production of autoinoculation by 
tuberculin administration in cases of tuber- 
cular disease is, therefore, the strongest 
argument for its use that can be adduced 
from either the clinical or the pathological 
standpoint. The production of autoinocu- 
lation, natural or artificial, however, initi- 
ated, is probably one of the chief methods 
of active immunization in the cure of 
established tuberculous disease, because the 
economy, under the stimulus of autoinocu- 
lation, renders absolutely or relatively inert 
not only the poisonous products of the 
tubercle bacillus, but also those of the in- 
fected tissues of the host. Tuberculin 
then, after all, is only one method of pro- 
ducing this result, though if other vaccines 
had the scope of tuberculin, the outlook in 
some other infections would be_ bright 
indeed. 

In practice, then, the essence of suc- 
cessful inoculation is the production of 
mild degrees of hyperemia which should as 
a rule be far below the place of clinical 
observation. Success in favorable circum- 
stances is to be read in the results of un- 
seen reactions, namely, in clinical improve- 
ment. It is here that the difficulty arises 
of being sure that improvement after in- 
jection is due to the injection. The greater 
the experience of the observer the less will 
be his inclination to dogmatize on_ this 
point. One cannot help feeling that some 
at least of the benefit which follows the 
use of extremely small doses of tuberculin 
is sometimes attributable not to the tuber- 


culin, but to spontaneous reactions occur- 
ing independently of administration. It is 
better, however, to give small doses and 
wrongly interpret the sequence of events, 
than without adequate experience give 
large doses and run a certain risk of doing 
harm. To insure safety, in chronic mild 
pulmonary tuberculosis an initial dose of 
1/20,000 of a milligramme of T. R. may 
ke given in adults, gradually increasing to 
1/1000. In more active disease safe limits 
may be taken, as from 1/100,000 to 1/1000. 
Occasionally unexpected good results from 
the production of a well-marked focal and 
general reaction after larger doses. In 
tuberculosis of glands, joints, bones, and 
viscera other than the lungs, slightly larger 
doses than those mentioned can be given. 
To insure the maximum amount of benefit 
some observers work up to very much 
larger doses. For years this has been 
the practice on the Continent, and excellent 
results are reported. In this country, 
however, the tendency has been to believe 
that to aim at the maximum amount of 
benefit carries with it a proportionate in- 
crease in risk. Should the dose be exces- 
sive, quiescent disease may become active, 
active disease more active. 

Until we understand the real nature of 
tuberculin all rules as to dosage are bound 
to be unsatisfactory. Meanwhile it is better 
to lean to the side of caution and leave 
employment of large doses to the greatly 
daring. Nor can any precise rules be laid 
down as to the proper spacing of the in- 
jections. Each case must be judged abso- 
lutely on its own merits. Whenever there 
is fever careful study of the temperature 
chart several days before and after an in- 
jection will furnish the most valuable guid- 
ance. Before giving the first dose the chart 
in all such cases should, if possible, be 
studied for the readings of weeks. The 
easiest way of doing this is to plot out a 
continuous curve of the highest reading 
in each day. If this be done it is possible 
to see at a glance that many cases can only 
be made worse by tuberculin, and that 
others are doing very well without it. In 
cases that appear to require it the correct 
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stage at which to inject is often shown, In 
apyrexial cases control by blood examina- 
tion will be most useful when a reliable 
method is available. 

Hort next tells us how not to use tuber- 
culin in treatment. For therapeutic pur- 
poses tuberculin should not be injected 
under the skin in the following circum- 


stances: (1) When the diagnosis is still 
uncertain. To this rule there are but few 
exceptions. (2) In the very young or the 


very old, for obvious reasons. (3) In ad- 
vanced disease, because the load of in- 
sulated tuberculin, and of uninhibited cell 
toxins, is already dangerously high. If in 
such cases the economy has refused a re- 
action after a single diagnostic dose it is 
not likely that any good can result from 
stimulus being more frequent than any evi- 
dence of response. (4) In any form of 
tuberculosis where complicating organisms 
continue to play a prominent part, in spite 
of measures directly aimed at their sup- 
pression. (5). In cases, whether compli- 
cated or not by other bacterial infections, 
in which any considerable degree of fever 
exists, because as a rule such cases bear 
tuberculin very badly. (6) In generalized 
tuberculosis, or in the meningeal forms, 
whether discrete or concrete, for the same 
reason. (7) In severe cases of diabetes, 
nephritis, and cardiac disease. (8) In cases 
in which both before and after injection 
competent clinical observation is not avail- 
able, supplemented, if possible, but never 
replaced, by some really satisfactory method 
of blood examination. 

Epitomizing the rules thus laid down 
for and against the use of tuberculin in 
diagnosis and treatment it may be said: (1) 
That in diagnosis von Pirquet’s method is 
the best for young children, and Koch’s sub- 
cutaneous method the best for every one 
else. (2) That a positive reaction after hypo- 
dermic injection does not necessarily prove, 
nor a negative reaction necessarily disprove, 
the existence of active disease. (3) That 
neither in diagnosis nor in treatment should 
tuberculin be injected into the very young, 
the very old, or the very ill, or in cases 
of marked fever, or of severe mixed in- 
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fection. (4) That quiescent disease may 
be stirred into activity, and active diseases 
into greater activity, if the therapeutic 
dosage be incorrect. 





TREATMENT OF COLITIS. 


HvutcuHison in the Clinical Journal of 
May 3, 1911, has this to say as to the medi- 
cal treatment of colitis: 

As Dr. Hale White has pointed out, one 
of the chief objects of treatment in colitis 
is to keep the bowel empty, and this will 
often necessitate the use of aperient drugs. 
It is chiefly, of course, in cases of colitis 
associated with constipation that such drugs 
are indicated, but even in the diarrheai 
types they are often of service. Thus at 
the outset of a case of acute colitis an 
initial dose of castor oil may be required 
to empty the colon, and in the more chronic 
catarrhal case where irritation is being set 
up by scybale the same agent is of value. 
Even in chronic ulcerative cases aperients 
may be useful, as, for instance, the sul- 
phates in cases of ‘asylum dysentery. In 
the mucomembranous type aperients are 
almost a necessity, and it is important to 
select the least irritating kinds. Of these 
the writer agrees with Dr. Hale White 
that none is better than castor oil if the 
patient can take it, and next to it he would 
place an infusion of senna pods.  Aloetic 
aperients are too irritating and the salines 
too depressing. Liquid cascara is often 
useful, but has to be used with caution. 
That the diet in this type of the disease 
should be rich in fat is sound enough in 
theory, but in practice it is often difficult 
to make it so owing to enfeebled digestive 
power, whilst the lubricating effect of the 
fats is better achieved by the administra- 
tion of petroleum. Petroleum acts both 
as a protective lubricant and as a laxative. 

The routine use of astringents in cases 
of colitis associated with diarrhea is strong- 
ly to be deprecated. It is easy enough by 
their means to suppress the diarrhea, but 
by so doing one offends agaitist the cardinal 
principle of keeping the colon empty and 
toxemic symptoms are often increased. In 
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the chronic catarrhal type, however, 
astringents are sometimes helpful, and may 
be given in the form of sulphocarbolate of 
zinc or large doses of bismuth. 

Sedatives, like astringents, are of lim- 
ited value. Small doses of opium, how- 
ever, may be necessary for the relief of 
tenesmus in acute cases, or when there is 
a tendency for the bowels to act so soon 
as food enters the stomach, as sometimes 
happens in the more chronic cases. In 
combination with castor oil it is often very 
useful in the acute catarrhal form. For 
the griping pain which is so often met 
with in mucomembranous colitis, and which 
is probably due to enterospasm, the author 
has found belladonna the best sedative; it 
mzy be used in the form of the extract ad- 
ministered in a pill. 

Of antiseptics the author states he has 
a poor opinion, and doubts very much 
whether it is possible to produce real- anti- 
septic effect in the colon by any of the 
drugs commonly used with that object 
(salol, beta-naphthol, cyllin, etc.), and 
equally doubts whether any great benefit 
would accrue if one could. An exception 
must be made, however, in favor of calomel, 
which is sometimes classed as an “intestinal 
antiseptic,’ and which is of the greatest 
value in minimal doses (1-20 to 1-6 grain) 
frequently repeated. It should not be 
used as an aperient. 

Ipecacuanha is the only specific remedy 
which is of use in colitis. In the ulcer- 
ative type, due to chronic or relapsing 
dysentery, the writer asserts he has some- 
times found it, when given in massive 
doses, to exercise a specific curative effect, 
and would suggest that it deserves a wider 
trial in cases of the sort met with in this 
country than it has yet received. 

Intestinal injections play a large part in 
the treatment of all forms of colitis, and 
for convenience they may be divided into 
three classes: 

Sedative. Starch and opium injections 
are of use in the relief of pain and tenes- 
mus in the same type of case as opium 
given by the mouth. In the mucomembran- 
ous form injections of warm oil have a val- 


uable sedative effect in the relief of griping 
pain in the sigmoid region which is often 
so troublesome. 

Cleansing. Large injections are of use 
for cleansing purposes in all chronic forms 
of colitis. Normal salt solution is, in the 
opinion of the author, the best for the pur- 
pose. Antiseptic injections are of doubt- 
ful advantage, and may even be dangerous. 


‘In the mucomembranous form the high in- 


jections administered at Plombiéres, Chatel 
Guyon, Harrogate, and elsewhere are of 
undoubted utility, but the writer has noth- 
ing to add in this respect to what has 
already been said by Dr. Hale White. 

Astringent. In chronic ulcerative and 
catarrhal colitis astringent injections are 
often of value on account of their local 
action on the mucous membrane of the 
bowel. Weak nitrate of silver, argyrol, or 
protargol solution is the best for the pur- 
pose. 

In regard to all forms of injection in 
the treatment of colitis, however, certain 
limitations must be borne in mind. They 
are chiefly of use when the lower part of 
the colon is alone or principally affected 
by disease, for one can never be sure of 
their reaching high up. It is easily pos- 
sible, also, to abuse the cleansing injections 
and induce overdistention of the bowel, 
and in the ulcerative cases there is a dis- 
tinct danger of producing perforation un- 
less great care be exercised in their admin- 
istration. 





TREATMENT OF SORE THROAT, WITH 
SPECIAL REFERENCE TO 
DIPHTHERIA. 

Mackay in the Australian Medical Jour- 
nal of March 25, 1911, says the first step 
advocated in the treatment of a case of 
sore throat is the taking of a swab from 
the throat on sterile wool, and the making 
of a culture on a tube of blood serum. This 
is considered to be essential; in many in- 
stances it may be thought quite unneces- 
sary, but its general adoption will be found 
of much practical value. Routine bacteri- 
ological examination is especially useful 
in discovering the presence of diphtheria 
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where it has been unsuspected, the early 
clinical appearance of the throat having 
been quite atypical. 
Before the result of the culture can be 
known, examination of the throat often 
reveals a membranous form of tonsillitis, 
which may be either diphtheric, pseudo- 
diphtheric, or septic; in these cases it has 
been considered advisable to give a prophy- 
lactic dose of 4000 to 6000 units of diph- 
theria antitoxin, rather than delay specific 
treatment for twenty-four hours. This line 
of treatment is especially applicable in 
those cases in which the patient has had 
a sore throat for several days before com- 
ing under medical observation. 
General medicinal treatment for these 
acute throat conditions, apart from this 
prophylactic dose of diphtheria antitoxin, 
has consisted mainly in the use of perchlor- 
ide of mercury, in doses of from thirty to 
sixty minims of the liquor, repeated at 
frequent intervals. This may be combined 
with the perchloride of iron, but the re- 
sulting mixture is very metallic and un- 
pleasant to take. The prescription most 
generally used has been: 
R Lig. hydrarg. perchlor., m. 40; 
Sodii salicylatis, gr. x to xv; 
Syr. tolu., q. s.; 
Aque q. s. ad. f5ss. 

3ss four-hourly. ‘ 


The perchloride of mercury seems to 
have almost a specific action in many cases 
of tonsillar sore throat, apart from those 
of undoubted syphilitic origin. The 
salicylate of soda is useful to counteract 
any possible rheumatic tendency, and also 
for its action as an antipyretic. Accom- 
panying these remedies it is essential to 
prescribe a brisk purgative, such as three 
to four. grains of calomel, to be followed 
by magnesium sulphate 5ss to 5j. To re- 
lieve the frequently associated headache, 
either phenacetine gr. vij, with citrate of 
caffeine gr. ij, or aspirin gr. x, has been 
found of most service. 

Local treatment has consisted of simple 
warm saline or boracic throat douches, 
given for about five minutes with a bone 
nozzle and a long rubber tube from a simple 


douche can, placed at a height of about 
four feet above the patient’s head. These 
douches may be given at frequent intervals, 
about every four hours in the bad cases, 
and the intervals gradually lengthened as 
the patient improves. The method of pro- 
cedure is to turn the patient first on one 
side, then on the other, and to gently direct 
a continuous stream of warm lotion round 
the mouth and throat, entering on the upper 
side and leaving on the lower. This form 
of local application is very simple, and has 
been observed to be non-irritating and very 
soothing. It is applicable to practically 
every case of acute tonsillar-pharyngeal 
sore throat, and is well borne by young 
children. By means of this frequent douch- 
ing, the membrane or pseudomembrane may 
be gradually washed off, and the throat 
cleaned without the use of force, or of any 
strong irritants, either in the form of local 
applications or of gargles. These latter 
are not only very unpleasant for the patient, 
and especially distressing for children, but 
they also have a tendency to leave an 
abraded surface behind. 

With all cases of sore throat, most care- 
ful attention is necessary to the toilet of 
the mouth; the association of carious teeth 
and gingivitis with tonsillar conditions has 
frequently been observed. Frequent atten- 
tion is necessary both to the tongue, teeth 
and gums—the application of listerine, one 
in ten, to the tongue, and of a mouth-wash 
containing peroxide of hydrogen, one in 
eight, to the teeth and gums, has been 
found very satisfactory. The routine use 
of gargles is not advocated, except for 
adult syphilitics, and for other cases which 
must be treated as oOut-patients, where 
douching of the throat is impracticable. 

In syphilitic cases a gargle containing 
perchloride of mercury is used, and in 
others a simple saline, boracic, or weak 
potassium chlorate. A soothing one has 
been found to be equal parts of glycerite of 
carbolic acid (1 in 60) and rose water. As 
a local application to the enlarged tender 
cervical glands, the preparation called anti- 
phlogistine is most beneficial, either applied 
on lint or directly in the form of a plaster; 
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this may be renewed about every six hours. 
Simple hot water or boracic fomentations 
are soothing, but their disadvantage on the 
neck is the difficulty in preventing rapid 
cooling, and the fact that they need renew- 
ing about every half-hour to be of much 
service. 

Dietary treatment should consist in the 
giving of cool drinks, such as iced milk, 
etc., for the first few days, but when 
swallowing is very difficult and painful, 
semisolid food preparations are advised. 
Of these latter, some form of junket, jelly, 
or maizena, kept cool, has been found to 
be of most service. Patients, especially 
adults, usually express much satisfaction 
and relief when fed on one of these prep- 
arations, which are swallowed without the 
spasm of pain which accompanies liquids, 
etc. The diet may be rapidly increased 
in cases of diphtheria as the acute symp- 
toms subside, and although kept*in bed 
patients may be on practically full diet by 
the end of the first week. 

These are the general lines of treatment 
proposed for all cases of _tonsillar- 
pharyngeal sore throat—special treatment 
is required in special instances. 

The acute throat of scarlet fever may 
be treated in this general way, special at- 
tention being at the same time paid to the 
underlying general condition, and to the 
possible complications. 

Recurring subacute attacks of follicular 
tonsillitis with plugged follicles, and of 
septic sore throat with enlarged tonsils, are 
also amenable to treatment in this way— 
but subsequently at as early a date as pos- 
sible the tonsils should be treated surgi- 
cally. 

When diagnosed, the rheumatic variety 
of sore throat should be treated with large 
doses of salicylate of soda, accompanied 
by bicarbonate of soda. Syphilitic lesions 
of all descriptions should be treated in the 
usual way. 

Cases of abscess in the tonsil or in the 
peritonsillar tissues, quinsy so called, 
should be incised as early as possible; the 
same applies to cases of abscess which 
develop during the course of a septic sore 


throat. It is considered wise not to delay 
incision too long because no pus is thought 
to be present; early opening is often ad- 
visable to relieve the pain and tension. The 
patient may in this way be saved much 
needless distress. Incision is performed 
more often too late than too early. 





THE COPPER SALTS IN THE TREAT- 
MENT OF AMEBIC COLITIS. 

STORCK in the New Orleans Medical and 
Surgical Journal for May, 1911, in writing 
on this subject says, in regard to the use of 
copper sulphate, that its use in the form of 
hot instillations was first practiced by 
Moulden, who conceived the idea of em- 
ploying it in amebic colitis after reading 
the work done by George T. Moore and 
Karl F. Kellerman, of the United States 
Department of Agriculture. After making 
some preliminary tests, Moulden treated 
more than two hundred cases successfully 
by the copper sulphate instillation method. 

The method of applying the hot instilla- 
tions of copper sulphate, as suggested by 
Moulden and as used by the writer, is as 
follows: The patient is placed upon an in- 
clined plane that raises the buttocks twenty- 
five centimeters above the level of the 
shoulders, thus allowing for the complete 
distention of the entire colon, especially at 
the cecum, where the entamebas are usually 
present in large numbers. By taking ad- 
vantage of the fact that as most of the 
weight of the solution is thus kept internal 
to the sigmoid flexure a maximum disten- 
tion of the entire colon is produced, while 
a minimum amount of pressure is brought 
to bear upon the rectum and its sensitive 
nervous mechanism, the colon is thoroughly 
irrigated through a double-flow colon tube 
with sterile water until the return is per- 
fectly clean. After draining off all the sur- 
plus water, the bowel is slowly filled with 
the hot copper solution by starting the 
reservoir on a level with the anus, and 
slowly elevating it as the gut accommodates 
itself to the pressure, thus distending it to 
its fullest capacity without contraction of 
the muscular walls. The temperature at 
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which the instillations prove the most effi- 
cacious is from 106° to 110° F., the higher 
temperature being used as a rule in the 
worst cases. This temperature seldom 
causes annoyance, but on the contrary acts 
as a sedative to the mucous membrane, im- 
proves the penetrative power of the copper, 
and brings about reaction. The patient 
usually retains the solution for twenty or 
thirty minutes. This procedure is repeated 
every twelve hours, and has been found 
to work well in practice, as it does not need- 
lessly exhamst the patient. 

Under the copper treatment, patients gain 
rapidly in weight, possibly due to some 
tonic action resulting from the absorption 
of the copper. Profuse perspiration fre- 
quently occurs, but no unfavorable results 
follow. 

The strength of the solution used by the 
writer on the cases which he reports was 
from 1:10,000 to 1:6000. 

Moulden claims to have proven experi- 
mentally that copper sulphate solutions of 
the above strength and temperature will 
destroy the entameba. 

Lately the writer has used hot solutions 
of copper sulphate of the strength of 
1:2000, first beginning with 1:10,000 and 
gradually increasing to the stronger solu- 
tion. This was only done when the en- 
tameba and mucoid stools failed to disap- 
pear as rapidly as he thought they should. 
No ill effects were observed from the use 
of solutions of this strength. 





CHLORETONE FOR EPILEPSY 


Writing in the Australasian Medical 
Gazette of March 20, 1911, BENTLEy states 
he has treated twelve cases with this drug. 
and finds it has a very powerful action on 
the disease. His first case was most start- 
He gives it in detail: E. U., a girl 
aged nineteen. Four years ago patient de- 
veloped transitory hallucinations of sight, 
which occurred about once a month for six 


ling. 


months. First grand mal _ seizure oc- 
curred 3% years ago. Urinated and 
defecated during first seizure. Had a fit 


about once a month at first, but the attacks 
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became rapidly more frequent until, before 
admission, she sometimes had as many as 
fourteen seizures in a single day. There 
is nothing noteworthy in the family history, 
except that her mother is a very neurotic 
woman. After admission, without treat- 
ment she averaged fifteen fits per week. She 
was given chloretone, grs. 10, three times 
daily, and on the second day the fits ceased. 
Chloretone continued for about a 
month, until she developed symptoms which 
the author describes as chloretonism. She 
was put to bed on a milk diet. Chloretonism 
quickly passed off, and the urine cleared 
up. She had no fits during the following 
four months. She was then discharged, as 
her mental condition had improved. This 
is now over twelve months ago, and she has 
not had a fit since. 

The author gives the following table 
showing the effect of chloretone on other 
cases. These were all chronic insane, and, 
the author adds, confirmed epileptics. Some 
of them were markedly demented, and were 
hardly the type of case in which one would 
expect a “cure.” In the same way he gives 
a comparative table showing the action of 
bromide on the seizures. In the other cases 
active treatment had long since been aban- 
doned. The numbers refer to the average 
weekly fits: 


Was 


| 
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1 15.0 re 0 30 Albuminuria. 
2 2.7 2.5 | 1.75 | 0.7 30 Papules on neck. 
3 3.1 ocx fae 20 Chloretonism; no 
vertigo. 
4 2.4 8 20 Chloretonism; no 
vertigo. 
5) 10.8 2.3 10 Albuminuria; pap- 
pules on neck. 
6 2.6 1.6 1 10 Albuminuria; pyor- 
rhea alveolaris. 
7 3.7 2.2 10 Developed measles. 
8 9.7 9.2 30 Did not develop 
symptoms of 
Chloretonism. 
9 3.7 0 ceca 1 OS 10 Chloretonism; no 
vertigo. 
10 3.0 0 vane) ae 10 Marked confusion. 


Case 11 is a patient who only suffers 
from serial attacks, about every three or 


four months. She is now given 30 grains 


of chloretone on the appearance of the 
first seizure, clearing out the bowels, and 
then administering chloroform for five or 














ten minutes. The patient goes off into a 
quiet sleep and does not suffer another fit 
for three or four months to come. 

Case 12 is a patient with infrequent fits, 
but after the fits she becomes maniacal for 
some days. The administration of chlore- 
tone cuts short the attack of mania and 
renders it milder in character. 

Cases 9 and 10 were only on bromide for 
about a month when they developed symp- 
toms of bromism, and the drug had to be 
discontinued. 

Case 6. The pyorrhea alveolaris was 
probably only incidental and not due to 
chloretone. 

The author then describes the groups 
of symptoms which he has called “chlore- 
tonism.” The first sign of this condition 
is increasing dulness and drowsiness. If 
pushed further, the patient suffers from 
vertigo, and seems like one intoxicated. 
This may be accompanied by irritability of 
temper. Three of the cases showed albumin 
in the urine. This quickly clears up when 
chloretone is stopped. The lips and mucous 
membranes are pale, the deep reflexes be- 
come sluggish and delayed. There is no 
obvious alteration in tactile sensation. Two 
of the cases showed a papular eruption on 
the neck. 

The beneficial effects of chloretone on 
the fits remain for a considerable period, 
usually about a month, after the drug is 
discontinued. This action can scarcely be 
due to chloretone itself, as the drug is so 
volatile, but must be due to some substance 
or substances into which it is broken up. 

Bentley concludes that although it is 
difficult to formulate any direct conclusions 
from so small a series of cases, the fol- 
lowing inferences may be deduced: 

1. Chloretone is best given in glycerin, 
as it is almost insoluble in water. 

2. It is badly borne by feeble, demented 
subjects, and must consequently be admin- 
istered with caution. 

3. It is well to have daily examinations 
of the urine; if albumin is found the drug 
should be discontinued. 

4. In robust patients, 10 grains three 
times daily may be administered. 
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5. If vertigo appears chloretone should 
be stopped, and the patient purged and put 
to bed on a milk diet. Here the writer 
mentions that vertigo which is due _ to 
epilepsy may be difficult to distinguish 
from that due to chloretone, but dulness 
and drowsiness, and the fact that it is con- 
stantly present, point to its being the re- 
sult of chloretone. 

He considers that we ought to give a fair 
trial to chloretone, more especially in those 
cases in which bromide has no effect. It 
will probably give better results in patients 
who are met with in private practice, in 
whom there is little or no dementia. He 
does not recommend that the drug should 
be prescribed wholesale for epilepsy, but 
where bromide fails we ought to give our 
patients the benefit of chloretone until it 
is found wanting. 

In conclusion, he thinks that we have 
in chloretone a drug which is very power- 
ful in its action, and by its addition to the 
pharmacopeeia of the treatment of epilepsy 
he considers we have made no retrograde 
step. 





TREATMENT OF FURUNCULOSIS. 


In the Journal of the American Medical 
Association of April 15, 1911, GAsKILL 
asserts that first and always the urine 
should be carefully examined for albumin 
and sugar and the patient warned against 
any habits or occupations that might have 
an evil influence on his condition. 

For furunculosis not caused by any con- 
stitutional condition, the author has found 
the following line of treatment of great 
service in a long series of cases: The 
end of a wooden applicator is sharpened 
to a fine point, wrapped with a small piece 
of raw cotton, and dipped into pure phenol. 
Many men prefer the use of the knife, but 
the “phenol stick” accomplishes the pur- 
pose; being slightly anesthetic, it is much 
less painful and the resulting scar is 
smaller, which is an important factor 


should the condition occur on the face. The 
phenol stick is inserted carefully where 
pointing occurs, held for a few seconds to 











582 


allow the phenol.to produce its anesthetic 
effects, and then very gently pushed into 
the cavity. Extreme caution is used not 
to go beyond any resistance, or the protect- 
ing barrier that has been formed to limit 
the process will be broken down or a blood- 
vessel punctured. After an opening has 
been made sufficiently large to permit of 
ap- 


drainage the following ointment is 


plied : 
R Acidi salicylici, gr. xl vel Ixxx; 
Petrolati, 5). 


Sig.: Apply twice daily. 


At the same time the first injection of 
staphylococcus vaccine should be given— 
100,000 to 1 Cc.; at the expiration of four 
days the second injection of 250,000; in 
one week more 1,000,000, and again in 
another week the same dose. In extreme 
cases, the succeeding doses may be one bil- 
lion to 1 Cc., but this is rarely necessary. 
The injections are given into the loose 
cellular tissue between the scapule, and 
better results can be obtained if a dry cup 
is applied for five minutes before each in- 
jection. It will be noticed that the swell- 
ing at the point of injection is much more 
quickly absorbed by this method through 
the increased amount of blood brought to 
the part. This also has the effect of pre- 
venting, to a great extent, the discomfort 
that usually occurs after the first injection, 
as there is some headache, a feeling of lassi- 
tude, and a slight rise in temperature, 
rarely above 100° F. These symptoms do 
not occur after the second and subsequent 
injection, as a rule. 

The question of autogenous versus stock 
vaccines is a mooted one. The author as- 
serts he has always used the latter, and his 
knowledge of the former is only derived 
from cases reported by other dermatolo- 
gists. Very few men have either the time, 
facility, or laboratory training to make 
their own vaccines. If they are obtaining 
better results than those who choose the 
easier, quicker, and to the mind of the 
writer the safer way, their reports do not 
show it. In the past vear he has seen three 
cases in which unpleasant, if not worse, 
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effects have resulted. In two a marked 
cellulitis occurred; in one case the swelling 
was opened on a diagnosis of abscess, but 
no pus was found. In another case, after 
five injections of autogenous vaccine a car- 
buncle occurred, and was treated surgically. 

By referring to the histories of patients 
both in private practice and at the dermato- 
logic department of the Jefferson College 
Hospital, the writer found a long series of 
cases that have been treated as already out- 
lined—opened with the “phenol stick,” 
dressed with salicylic acid ointment, and 
staphylococcus polyvalent stock vaccine in- 
jected. 





DRUGS IN GASTRIC THERAPEUTICS. 


WEINSTEIN writing in the Medical Rec- 
ord of April 29, 1911, says of the alkalies 
that there are chiefly four: sodium car- 
bonate and bicarbonate, magnesium oxide, 
also called calcined magnesia or magnesia 
usta, and ammonium magnesium phosphate. 
The effect of alkalies on gastric secretions 
is that, given before meals, they stimulate 
the gastric secretions, while given after 
meals, when the stomach contents are acid, 
they neutralize the acidity of the stomach. 
As to their power of stimulating gastric 
secretion not all observers agree; but all 
agree on the antacid properties of the alka- 
lies. The antacid property renders the 
alkalies of very great service in hyperacid- 
ity, hypersecretion, Reichmann’s disease, 
and also in gastric and duodenal ulcer, 
which are always attended by hyperacidity. 
Of the alkaline preparations the magnesium 
oxide is the best. It neutralizes four times 
as much acid as sodium bicarbonate. It 
has also very marked laxative properties, 
and since most patients that are afflicted 
with hyperacid conditions suffer also from 
constipation, this drug makes it the antacid 
of choice. Its dose is 15 grains to about 1 
drachm, the dosage depending on the degree 
of the hyperacidity, to be given about one 
hour after meals in a little water. Where 
there is a tendency to diarrhea, calcined 
magnesia is contraindicated. 

As to the time of administration of the 








antacids, the height of digestion, about one 
hour after meals, is the proper time. It is 
better, however, to be guided in this respect 
by the sensations of the patient and instruct 
him to take it immediately before the im- 
pending symptoms, such as heartburn, etc., 
come on. It must be borne in mind, how- 
ever, that heartburn, sour eructations, etc., 
do not always imply a hyperacid state. 
These symptoms are often present in sub- 
acid and even in antacid states, the reason 
being that in such conditions the mucosa 
of the stomach is often in a state of hyper- 
esthesia and is most sensitive to the least 
irritation by an acid. The ingestion by such 
a patient of any acid, such as even a small 
dose of hydrochloric acid, lemonade, or 
vinegar, causes intense suffering. More- 
over, antacid stomachs often contain large 
quantities cf organic acids, such as lactic, 
butvric, and acetic acids, which act as ir- 
ritants and give rise to pyrosis, sour eructa- 
tions, belching, etc. - 
Bicarbonate of soda is very extensively 
In its alkalizing powers 
it is four times less potent than the magne- 
bicarbonate has no 
Its dose is from 15 


used as an antacid. 


sium oxide. Sodium 
effect on the bowels. 
grains to 2 drachms, to be taken in water. 
Another disadvantage of this drug is that in 
neutralizing acids it liberates carbonic acid 
gas, while magnesium oxide does not do 
this. 

Ammonium magnesium phosphate is also 
a good antacid. It neutralizes twice as 
much acid as bicarbonate of soda. The 
dose is 15 grains to one and a half drachms. 
The sodium carbonate is less efficient than 
the others, being to a slight degree irritating 
to the gastrointestinal mucosa. 

There is one important drawback to the 
antacid properties of the alkalies, namely, 
that while they neutralize at the moment of 
their the acidity of the 
gastric glands, later, however, the stomach 
responds with a reactionary secretion, and 
in about forty-five minutes the acidity is 
greater than before. This is very unfor- 


administration 


tunate, and there is only one way to coun- 
teract it, and that is by combining the ant- 
acid with the extract of belladonna, about 
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14 grain to the dose, or with atropine 
1/100 grain, which checks the reactionary 
hypersecretion. In some cases we do well 
by making combinations of the various 
antacids. Another important property of 
the alkalies is their ability to dissolve mucus. 
In chronic gastritis, in which the mucous 
membrane of the stomach is covered with a 
layer of mucus, they serve a very useful 
purpose. The patient is told to put a tea- 
spoonful of bicarbonate of soda in a tum- 
bler of water and to drink it on an empty 
stomach. The patient shakes himself vig- 
orously from time to time, and must not 
ingest his breakfast for an hour. This is 
a form of autolavage. Bicarbonate of soda 
serves also a most useful purpose as an ad- 
dition to the wash water when we wash a 
stomach for chronic gastritis. It helps to 
dissolve the mucus. 





CHLORETONE IN SEASICKNESS. 


WELSH contributes to the Lancet of June 
24, 1911, his experience with chloretone in 
seasickness. As he well says, one of the 
minor ailments which yet may cause much 
distress is seasickness, and anything which 
may lessen this form of misery is worth 
On a voyage last vear from Syd- 
ney to London the author had occasion to 
test the value of chloretone (supplied as 
tri-chlor-tertiary-butyl alcohol) on himself 
and other passengers. On the way to Ade- 
laide (August 31) the weather was very 
rough, and though he did not vomit he was 
rather miserable. In particular, when he 
tried to write in the saloon, he became so 
nauseated that he was forced to stop. Be- 
ing only a moderate sailor, and being anx- 
ious to finish a paper before leaving Aus- 
tralia, he bought in Adelaide 100 capsules 
of chloretone, 5 grains in each. He took 10 
grains at night on September 1, soon after 
leaving Adelaide, and 5 grains thrice daily 
on the 2d, 3d, and 4th, while crossing the 
Great Australian Bight. As is usual at that 
time of the year, the Bight was rough and 
there was a strong head-wind, so that the 
boat pitched heavily all the way across. 
Nevertheless, he was able to spend several 


noting. 
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hours daily writing in the saloon without 
the slightest feeling of nausea; he had some 
headache, but a good appetite. He was not 
conscious of any hypnotic effect (his sleep 
being disturbed every night by the move- 
ment of the boat), nor indeed of any effect 
other than the abolition of nausea. But the 
contrast was most marked between his feel- 
ing of comparative comfort, even when 
writing, after he had taken chloretone, and 
his sensations of impending disaster when 
he had tried to write before. August 31 
and September 2, 3, and 4 were the rough- 
est days of the whole voyage, but the Indian 
Ocean and Arabian Sea were by no means 
quiet, and he occasionally took 5 grains 
during the rougher weather, with the result 
that any incipient nausea soon passed off. 
On the morning of September 2 most of 
the women were sick on deck. The worst 
case was a girl about twenty years old, who 
was completely prostrated and who vomited 
frequently. She took 10 grains, but she 
vomited immediately afterward, and as the 
author feared the capsules had gone over- 
hoard he gave her another 10 grains within 
half an hour of the first dose. She very 
soon fell asleep in her chair without being 
sick. She woke about noon, vomited once, 
but the prostration had to a large extent 
passed off, and she had 5 grains more. She 
took a little lunch and later some dinner on 
deck, and was not again sick until she went 
into the cabin for the night, when she vom- 
ited before she could get into bed. After 
this she had 5 grains and passed a good 
night. Next morning (September 3) she 
took 5 grains before rising, and three sim- 
ilar doses throughout the day. She was 
able to take all her meals on deck and was 
On the 4th the same treatment 
was carried out, with like result. This was 
a pretty severe test, because the girl was 
known to be a bad sailor, because she was 
prostrated by sickness before treatment was 
begun, and because the weather was in- 
creasingly rough for three days after. 
Some of the other women were also re- 
lieved of nausea by 5 or 10 grains occasion- 
ally repeated. Another young woman who 
joined the boat at Freemantle was very sick 


never sick. 
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on deck next morning (September 6), pros- 
trated, and vomiting repeatedly. She took 
10 grains, was not again sick, and soon be- 
gan to feel less miserable. A third capsule 
was given in about an hour, and a fourth 
in the afternoon; by evening she felt well 
enough to come to dinner in the saloon. 
But the most remarkable case of all was 
that of a young Cingalese student who had 
never been to sea before and who joined at 
Colombo. As soon as the boat reached open 
water he became acutely seasick with con- 
tinual vomiting and retching for nearly 
three days. He was unable to leave his 
cabin, and the author did not know of his 
condition until the morning of the third 
day, when the ship’s medical officer (who 
had in vain tried to check the sickness with 
the remedies at his disposal) asked if he 
might have some chloretone. In case vom- 
iting should occur before the capsules were 
dissolved the medical officer took 10 grains 
of the powder alone, put it on the patient's 
tongue, and made him wash it down with 
water. The patient had vomited fourteen 
times that morning, but after this dose he 
did not vomit again. Later in the day he 
had another 10 grains, took a little food, 
and rested quietly in Next 
morning he was able to come on deck and 
to take his meals in the saloon. He had a 
few capsules at intervals during the rest of 
the voyage, and left at Marseilles without 
again having suffered from seasickness. 


his cabin. 





A SIMPLE DROP METHOD OF GIVING 
RECTAL ENEMAS OF NORMAL 
SALINE SOLUTION. 


CANNADAY states in the Journal of the 
American Medical Association of April 15, 
1911, that his observation has been that 
nurses in hospitals often experience a good 
deal of trouble in giving patients normal 
salt solution by rectum. For various rea- 
sons it becomes intolerable to the bowel 
and is expelled. Sometimes the solution is 
too hot, sometimes too cold, but the most 
frequent trouble is that it is allowed to run 
into the rectum too rapidly. The reasons 
for this are as a rule, first, that the nurse 














has no efficient means of making it flow 
drop by drop, and secondly, that the douche 
bag or container is usually hung too high 
and the water pressure is too great. The 
container should be hung so that the solu- 
tion is 8 or 10 inches above the level of the 
rectum. It should be frequently tested by 
a bath thermometer and the temperature 
kept about 100° IF. A hot-water bottle on 
either side of the douche bag or the fre- 
quent addition of small quantities of hot 
saline solution will serve to keep the tem- 
perature up. 

The writer has found that the most sim- 
ple means of inducing the fluid to flow 
drop by drop is not a hemostat but a hair- 
When the hemostat is 
clamped on the tube it invariably begins to 


pin and a match. 


cut into the rubber, and probably five min- 
utes after the solution has been flowing 
drop by drop it is running in a steady 
stream. A much better, simpler method, 
and one which will insure a steady drop-by- 
drop flow as long as is desired, is provided 
An ordinary wire hairpin 
is passed about the rubber tubing so that 


for as follows: 


one of its prongs extends on either side; 
the free ends are secured from spreading 
apart by a twist of the wire with the fingers. 
Three or four wooden toothpicks or a match 
trimmed down to a wedge-shaped point are 
introduced between the wire hairpin and the 
rubber and gently pushed in until the flow 
is just as desired. Asa rule it is not wise 
to attempt to give too much fluid at a time. 
The author finds that in the average case 
about 6 or 10 ounces every hour and a half 
or two hours will be sufficient and will be a 
little less than the patient will tolerate com- 
fortably. In giving saline solution regu- 
larly over a space of more than twenty- 
four find that 
usually absorbed at first than later after the 
system has been saturated with fluid. 

A soft-rubber catheter in the rectum is 
hetter borne and causes much less irrita- 
If this 
catheter is made after the type of the usual 
retention catheter, or if it is 


hours one will more is 


tion, as a rule, than a rigid nozzle. 


secured in 
place by a strip of adhesive plaster passed 
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across the buttocks, the patient is saved 
from the annoyance of frequent introduc- 
tion and removal. 

Aside from the well-known value of 
saline solution by rectum in the treatment 
of shock, thirst, and hemorrhage, it is per- 
haps of greater value still in the prevention 
of urinary irritation and _ suppression. 
Usually the operative patient is depleted of 
water by purgation and gets but little fluid 
for several hours prior to, during, and after 
operation. A considerable amount of toxic 
and highly irritant material is thrown un- 
diluted on the kidneys, and they may prove 
unequal to the strain. If these toxic bodies 
are highly diluted with water their elimina- 
tion will be felt far less. 





DUODENAL ULCER. 


WuiteE in the Boston Medical and Sur- 
gical Journal of April 6, 1911, has this to 
medical treatment. He does not 
take up the medical treatment of ulcer in 
detail, for it is well known, but emphasizes 
a few points. He believes we should treat 
the milder cases as we do hyperacidity, car- 
rying out our treatment thoroughly and 
persistently as long as it is necessary or 
reasonable. We try to quiet the nervous 
system and to avoid stimulants of gastric 
secretion. The foods stimulate 
gastric secretions are, briefly, coarse food, 
hot and cold food, meats and their juices, 
especially roast or salted, rare, lean meats, 
alcohol, spices and condiments, salt, car- 
bonated drinks and coffee. 
use freely the bland, finely divided foods 
which have little or no effect in stimulating 
gastric secretion or which depress it, such 
as milk, cream soups, bread, vegetables in 
fine purées, cereals, fats such as cfeam, but- 
ter, and olive oil, eggs, boiled meat and 
fish, soft cheese, and cocoa. We neutralize 
the free acids in the stomach by means of 
bicarbonate of soda in one-half to one tea- 
spoonful doses or by a mixture of sodium 
bicarbonate with equal parts of calcined 
magnesia in smaller doses. These are best 
given just before or just after the habitual 


say of 


which 


In general, we 
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time for distress or pain. Little lunches 
between meals, such as an egg, or milk, or 
bread and butter, or cracker and soft cheese, 
may be given to combine with the acid and 
relieve symptoms. Half-drachm doses of 
hydrogen peroxide in a glass of water after 
meals may be used. Petri has recently 
shown that this is one of the most active 
depressants of gastric secretion. He thinks 
the practical value of atropine to depress 
secretion is very limited on account of its 
disagreeable effects. 

The more acute or more severe or bleed- 
ing cases should be put to bed. The author 
wishes to emphasize only one point here, 
namely, the modern reaction against anv 
scheme of treatment which depends for any 
length of time on exclusive rectal feeding. 
We know the limitations of rectal feeding, 
that not over five hundred calories per day 
can be absorbed from the rectum; in short, 
not over one-fourth or one-fifth of the daily 
food which is needed. Thus if exclusive 
rectal feeding is continued, the patients are 
starved and weakened, thus sacrificing the 
body as a whole to one organ, the stomach. 
Many of us believe that the stomach does 
better if the acid gastric juice is combined 
by frequent feeding of bland proteids than 
by leaving the stomach empty, and that the 
better nutrition of the patient will favor the 
healing of an ulcer. Lenhartz several years 
ago advised early feeding by mouth in all 
ulcer cases, even those with a recent hem- 
orrhage. He planned a diet which is briefly 
He gives 200 Cc. of milk in 
small, divided doses and two eggs on the 
first day, and adds an egg per day and 100 
Ce. of milk until eight eggs and 1000 Cc. 
of milk are taken daily. Four or five tea- 
spoonfuls of sugar are added after the third 
day, and at the end of a week soft solids, 
such as soups, gruels, custard, toast, rice, 
scraped beef, and ice cream. Senator has 
advised using fats in the form of cream and 
butter as frequently as possible; also gela- 
tin, as soft jellies. The writer states he has 
used such a diet steadily for several vears 


as follows: 


in all acute ulcer cases and all chronic ulcer 
cases with acute symptoms, and thinks the 
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results are decidedly better than where the 
treatment was begun with four or five or 
more days of exclusive rectal feeding. The 
frequent feeding is helpful and the restric- 
tion to liquid food is not necessary in either 
gastric or duodenal ulcer. 

The schedule need not be rigidly fol- 
lowed, but varied to suit the case. The 
author does not begin mouth feeding for a 
day or two after a hemorrhage. He often 
finds it impossible or undesirable to give so 
many eggs a day, and by using milk-sugar 
added to the milk instead of cane-sugar, we 
can begin on the first day with a tablespoon- 
ful and easily increase to four or five table- 
spoonfuls a day and thus add to the food 
value of the daily ration. In his experience 
this regimen rarely needs to be interrupted 
on account of pain, nausea, or vomiting. 
Rectal feeding may be carried on in addi- 
tion for the first week or one-half week. 
We must watch the diet for months after 
the acute attack. 

Recent surgical experience points out 
that cases with severe, persistent, or recur- 
rent “hyperacidity” should be explored for 
ulcer if they do not yield to medical treat- 
ment, especially if the patient is neurotic. 
It is unreasonable to trust medical treat- 
ment indefinitely where we suspect that a 
chronic indurated ulcer is present; the ma- 
jority of these cases do not get well under 
medical care; they are essentially surgical. 
The Mayos have shown by interval opera- 
tion that the symptoms may intermit, while 
the ulcer remains open and unhealed. We 
now ask, What can the surgeon offer, what 
is the best operation, what is the risk and 
what the hope of benefit to the patient? 

Excision seems the ideal operation, theo- 
retically, but it is not often done. Its mor- 
tality is notably higher than gastroenteros- 
tomy. Mayo, in one hundred and fifty- 
three cases of excision of the stomach for 
cancer, found that 71 per cent had devel- 
oped on an ulcer base. This fear of cancer 
developing on a previous ulcer does not 
apply in the duodenum. The duodenal 
ulcer very rarely becomes malignant, and 


excision is not so necessary. Of all the 
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Mayos’ excisions for cancer and ulcer be- 
tween 1905 and 1909, 210 were done on the 
stomach and eight on the duodenum. Of 
Moynihan’s 294 operations on duodenal 
ulcer, only four were excisions, and the rest 
gastroenterostomy. He advises excision 
only when it can be done without any risk 
of narrowing the gut. 

Gastroenterostomy is the usual operation. 
It was first devised for an unobstructed 
pylorus, and there was some question 
whether it was reasonable to use it in simple 
duodenal ulcer without marked stasis of 
food or gross hemorrhage, with the expec- 
tation of relieving pain and of helping the 
ulcer to heal, and thus of avoiding perfora- 
tion, hemorrhage, or extension. It was 
found that the acidity of the stomach con- 
tents was sometimes much reduced by ad- 
mixture of duodenal contents through the 
new opening which appeared to favor heal- 
ing of the ulcer. ‘ 

There were some theoretical objections: 
that it was not needed to relieve pain, and 
that it might not permanently help the ulcer 
because much of the food would perhaps 
pass through the open pylorus and the new 
opening would tend to close if the plvorus 
remained open. Also it was said operation 
was not as necessary as in gastric ulcer be- 
cause the food is better liquefied and less 
irritating when it passes into the duodenum. 
There were also the operative risks, the 
possible formation of adhesions or jejunal 
ulcer. 

The question cannot be settled by theoret- 
ical considerations, and even though we 
have no reported results classified strictly 
according to the position of the peptic ulcer 
and according to the presence or absence 
of pyloric obstruction, the results of opera- 
tion as reported by the Mayos, Moynihan, 
and others are very instructive. They 
justify the operation in spite of any theo- 
retical objections. In fact, gastroenteros- 
tomy seems to be more successful in the 
treatment of duodenal than of gastric ulcer. 
Moynihan advises turning in all ulcers that 
do not obstruct; the gastroenterostomy 
opening may not stay open and the ulcer 
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may heal, but break down later when origi- 
nal conditions recur. 

Moynihan has reported operations on 
nearly 200 cases of duodenal ulcer with a 
2-per-cent immediate mortality, 79 per cent 
of cures, 9% per cent better, 1 per cent no 
better, 2 per cent of late deaths, and the rest 
not traced. The Mayos’ figures in chronic 
ulcer are almost identical. These striking 
figures are the product of great personal 
skill, large experience, and perfect organiza- 
tion. We cannot expect them to be dupli- 
cated at present by the great mass of av- 
erage well-trained city surgeons over the 
country. It is instructive in several ways to 
contrast them with the reports of 150 cases 
collected by Dr. Bettman and the author, 
consisting almost entirely of peptic ulcers, 
both gastric and duodenal, in which gastro- 
enterostomy was done within the last eight 
vears. They cover the same period of time, 
but differ in several ways. They were op- 
erated by excellent surgeons in a dozen of 
our largest cities in the East and Middle 
West; they include both types of peptic 
ulcer, and they represent, on the whole, 
later cases—for example, about 70 per cent 
had well-marked pyloric obstruction. The 
results were as follows: 10 per cent imme- 
diate mortality, 58 per cent well, 6 per cent 
much better, 22 per cent no better, and 4 
per cent late deaths. There is something 
for both physicians and surgeons to do to 
improve these figures, for both are equally 
responsible. The physician must get a clear 
picture of early symptoms in chronic ulcer, 
study his cases more carefully and make an 
earlier diagnosis, and not wait for the later 
picture, which means perforation, severe 
hemorrhage, or marked pyloric obstruction. 
This early diagnosis should make possible 
earlier and, therefore, much more effective 
treatment, just as in gall-stones. 

The physician should always give medical 
treatment a fair trial, but this is not his 
whole duty; he should transfer obstinate 
cases much earlier to the surgeon. Years 
of ineffective medical treatment are a re- 
proach if the patient has a chronic ulcer. 
He loses weight and strength, and fresh 
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complications arise which help to swell the 
mortality statistics and the percentage of 
failures, when he is finally sent to the 


surgeon. 





INTRATHORACIC INSUFFLATION AN- 
ESTHESIA. 

EHRENFRIED (Boston Medical and Sur- 
gical Journal, April 13, 1911) quotes the 
experiments of Meltzer and Auer, who 
found that if a tube about two-thirds the 
diameter of the trachea was passed nearly 
to the bifurcation of the bronchi, and air 
passed over ether was pumped into this 
tube under a pressure of 15 to 20 mm. of 
mercury, the entire front of the chest could 
be removed and the animal could be kept 
alive indefinitely, the heart and lungs main- 
taining their normal condition and the dia- 
phragm remaining practically stationary. 
This was a momentous discovery and at- 
tracted the attention it deserved. The 
method was tried out in various laborato- 
ries, notably by Carrel, who announced that 
it was simple, efficient, and safe. Dr. W. 
M. Boothby and the writer, in the course of 
experimental work in the Laboratory for 
Physiological Research at the Harvard 
Medical School, took it up about a year 
ago and were so favorably impressed with 
its advantages as to simplicity and safety 
over the cone method of anesthesia that 
they have adopted it as a routine in all ani- 
mal operations, with a distinct lowering of 
mortality. 

The adaptability of this technique to the 
human being was at once apparent. Els- 
berg, of New York, soon had an apparatus 
ready which was fitted for this use, and 
within a few months he anesthetized the 
first case by this method, a patient of Dr. 
Lilienthal, with lung abscess. Last month 
he reported a total of thirty cases and de- 
scribed his perfected apparatus. 

As the result of the author’s experience 
with animals (about sixty in number) he, 
some months ago, attempted to construct 
an apparatus for the application of this 
method of anesthesia to human _ beings, 
which should be efficient, safe, portable, 
simple to operate, and independent of all 
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accessories, such as the electric current. 
The apparatus as the- writer uses it now 
consists of a Wolff bottle with three necks, 
sitting within a copper water-jacket, and a 
foot-bellows. By means of cocks on the 
outside of the jacket, the stream of air 
from the bellows can be carried through 
the hot water, over the top of the ether 
(contained in the Wolff bottle), or through 
the ether when a particularly strong vapor 
is desired. Air and ether vapor may be 
mixed in any proportion. Connected with 
the delivery end of the apparatus is a 
safety-valve and pressure regulator consist- 
ing of a bottle of mercury into which a 
tube is plunged. The depth of the tube in 
the mercury, which is adjustable, represents 
the maximum of pressure which is allowed 
within the apparatus; if for any reason, 
such as a spasm of the glottis, the pressure 
should rise, the valve ‘‘blows off” automat- 
ically and danger from interstitial emphy- 
sema is avoided. In the writer’s early ex- 
perience they employed a dial manometer 
registering in millimeters of mercury to re- 
cord the pressure, but he found that the 
pressure bottle answers as well for all prac- 
tical purposes. The apparatus is provided 
with a device to prevent droplets of con- 
densed ether being carried over into the 
larynx. The air or mixture is supplied at 
a practically constant temperature of about 
ten degrees above room temperature; if the 
operation is to last over half or three-quar- 
ters of an hour, the contents of the water- 
jacket should be replaced. The air supplied 
may be filtered and moistened. 

For an intratracheal tube they use a 
French lisle catheter, 22 to 24 F°., moistened 
in hot water to render it pliable, a new and 
sterile one for each case. Soft-rubber tubes 
have the advantage of standing steriliza- 
tion by boiling better, but they are less easy 
to introduce. The chief difficulty with this 
method of anesthesia so far has been the 
introduction of the tube. They now use a 
simple introducer, a laryngeal forceps with 
sleeves attached for grasping the tube near 
its extremity, similar in principle to the 
introducer of Doyen. After considerable 
pains to produce the proper curve—work- 
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ing on frozen sections and cadavers—they 
have made an instrument which can be 
guided into the larynx in a matter of sec- 
onds, with the mouth-gag in place and the 
leit forefinger on the epiglottis, without 
the necessity of using a head mirror or 
electric illumination, or changing the pa- 
tient on the table to and from the Rose po- 
sition, as is necessary with the direct laryn- 
goscope. This apparatus the author tried 
in four cases with complete success. 

The advantages of the method are ap- 
parent, even with so limited an experience. 
The air-passages are kept dry of mucus, 
and inhalation of mucus, blood or vomitus 
is prevented by the return current of air 
The anesthesia can be run 

until 


about the tube. 
at low pressure occasion calls for 
higher, and after the occasion is passed it 
can be again lowered. The respiratory 
rate is an index to the amount of pressure. 
There are no bands of elastic constriction 
about neck or abdomen, and the anesthetist 
has free access to the patient’s face and 
mouth without interfering with the pres- 
sure. No more ether is used than is needed 
within the lung; the ether vapor is washed 
out with air as soon as the anesthesia is 
over, and therefore recovery is rapid; the 
chance of excess of ether or ether-laden 
mucus getting into the stomach is slight— 
accordingly, recovery is gentle. The oper- 
ator works under normal conditions, and 
his field is not limited by apparatus; the 
at some distance 


There is no danger of 


anesthetist may remain 
from the patient. 
the glottis falling back and closing the tra- 
If the heart stops beating from any 
cause, the most efficient form of artificial 
respiration apparatus is immediately at 
The apparatus is not complicated by 
machinery and requires no expert; with it 
there is no danger of overpressure. 

This form of anesthesia has a wide scope 
of application outside of the field for which 
it was originally designed. In operations 
upon the face, mouth, and neck it has ob- 
vious advantages. The operating field is 
unobstructed. Run at a lower pressure it 
will insure adequate ventilation of the lungs 
and obviate the possibility of aspiration of 


chea. 


hand. 


So 


mucus or blood, and thus lessen the fre- 
quency of secondary pneumonia following 
face and mouth operations in the elderly. 

Green reported a successful excision of 
epithelioma of the nose under its use, and 
Lilienthal has stated its advantages in cases 
of intestinal obstruction, obviating the dan- 
ger of drowning in fecal vomitus, or of 
secondary pneumonia from the inhalation 
of septic matter. The apparatus is inex- 
pensive and is adaptable for any form of va- 
por anesthesia, such as rectal ether, vapor- 
mask anesthesia, intra-oral vapor anesthe- 
sia, and anesthesia through a tracheotomy 
opening (as: for excision of the larynx). 
Complete with foot-bellows, it packs read- 
ily into a small suit case, and can be easily 
carried. 

The apparatus as it stands represents a 
total expense of about twenty-five dollars. 
For about the same sum, one can add the 
inessential motor 

and 
blower with a regulating by-pass to carry 
off the excess of air, to replace the foot- 


luxuries of an electric 


(one-eighth horsepower), rheostat, 


bellows, as well as some electric device for 
incandescent 
or a heating 

These are, 
however, unnecessary; they constitute an 
added complication and are advisable only 


maintaining heat, either an 
the water tank 
coil about the delivery tube. 


bulb within 


where the apparatus is to be permanently 
installed, or where one is sure of having at 
his disposal the proper current. 





BLOODLESS TREATMENT OF _ EN- 
LARGED PROSTATE. 

Kroveit (Klinisch-therapeutische Woch- 
enschrift, Jahrg. 18, No. 10) that 
while in advanced cases of prostatic hyper- 
trophy, prostatectomy is the treatment of 
choice, in mild cases we must endeavor to 
relieve the patient by bloodless methods. 
That method is most desirable which in a 
harmless manner, without danger to sur- 
rounding tissues, overcomes the hindrance 
to the complete emptying of the bladder. 
It is well known that this can be accom- 


says 


plished by dividing the projecting portion 
of the prostate, thus making a furrow 
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through which the urine can pass. The 
Bottini operation has been used for this 
purpose, but, unfortunately, this is not 
without danger, nor, on account of the ne- 
cessity of working in the dark, is the in- 
cision always made at the proper place or 
of the proper depth. 

3vy means of Goldsmidt’s 
urethroscope the prostate, urethra, 
neck of the bladder can be brought into 
view and an incision made under the guid- 
ance of the eye. For the purpose of mak- 
ing the incision the author has substituted 
for the ordinary galvanocautery an instru- 
ment which he designates as a cold cautery, 
Reiniger, Gebbert and 


irrigation- 
and 


made 
Scholl, of Hamburg. 


for him by 





TREATMENT OF SUBCUTANEOUS AB- 
DOMINAL INJURIES. 

Hopp (Beitrége sur klinischen Chirurgie, 
Bd. 72, Heft 2) says that the extent of in- 
jury in contusions of the abdomen is very 
difficult to determine, because in cases with 
severe symptoms the injury is slight, while 
certain severe injuries are at first almost 
without symptoms. When simple con- 
tusion is diagnosed with certainty, the 
treatment consists in rest in bed, Priessnitz 
dressing, and light diet. Recovery occurs 
in a few days. -Rarely, on account of 
crushing or tearing of the intestine, sec- 
ondary perforation occurs. 

In case of rupture of the gastrointestinal 
tract there is no pathognomonic symptom, 
but the most important sign is board-like 
rigidity of the abdomen. Varying with 
different cases there are absence of liver 
dulness, early vomiting of bile, localized 
pain, dulness at the site of the rupture. In 
spite of all effort there are numerous cases 
in which it is impossible to arrive at a cor- 
rect diagnosis. The author has had nine 
cases of rupture of the intestine, all oper- 
ated upon but a single case, and mostly 
very soon after injury, yet only one recov- 
ered. In some of the cases there were seri- 
ous complicating injuries. In case of rup- 
ture of the intestines the treatment must 
always be operative; the earliest possible 
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operation is indicated, therefore patients 
with such injury must be at once taken to 
the hospital. In cases in which the diag- 
nosis is doubtful the condition of the pa- 
tient should be closely watched, and upon 
the appearance of serious symptoms the 
abdomen should be opened at once. 

Rupture of the liver occurs quite fre- 
quently in injuries to the abdomen and is 
of a grave nature, because the organ has 
such a rich blood supply, and fatal hemor- 
rhage is apt to take place. 

The diagnosis is very difficult; there is 
no definite sign. The sign of greatest im- 
portance is that of intra-abdominal hemor- 
rhage. If this is so great as to produce 
fluctuation and dulness of the lower, espe- 
cially the right, part of the abdomen, then 
one can be sure of its presence; otherwise 
dependence must be placed upon the acute 
anemia which is produced. When local 
pain is present it is a valuable sign; icterus 
may occur after three to four days. 

The signs of rupture of the gall-passages 
are similar to those of the liver; also, later 
on, there will be filling of the abdomen with 
bile. The treatment of rupture of the liver 
or gall-tract should be operative. This is 
all the more necessary in view of the dan- 
ger of infection of the peritoneum from the 
portal blood or the bile. In operating the 
first thing is to ascertain the extent of the 
injury. As regards control of the hemor- 
rhage, in suitable cases suture of the paren- 
chyma may be resorted to, but chief de- 
pendence must be placed upon tamponade. 
If a portion of the liver is almost com- 
pletely separated, it must be removed. In 
doubtful cases exploratory laparotomy 
must be done. 

Rupture of the spleen, uncomplicated 
with other injuries, is rare. There is no 
pathognomonic symptom; Ballance’s sign 
—that is, persistent dulness in the splenic 
region when the patient lies on the opposite 
side—is considered of value by some. 
When there is a question between rupture 
of the spleen and the left lobe of the liver, 
a middle-line incision should be made, the 
hand passed in, and the rupture located. In 
all cases of rupture of the spleen operation 














is strongly indicated at the earliest oppor- 
tunity. 

As regards control of hemorrhage, three 
methods are available, namely, suture, tam- 
ponade, and splenectomy. The safest and 
simplest is splenectomy; it is the ideal 
method. 





TREATMENT OF ERYSIPELAS WITH 
DIPHTHERIA ANTITOXIN. 

PotaAK (Klinisch-therapeutische Woch- 
enschrift, Jahrg. 18, No. 17) has used diph- 
theria serum in the treatment of erysipelas 
for the past two years. In most cases the 
results have been surprisingly good. The 
fever normal in twenty-four to 
thirty-six hours and does not rise again, 
Coinci- 
dentally with the fall of temperature the 
edema and redness disappear, and the appe- 
tite returns. In cases in which the temper- 
ature did not fall in two days a second in- 
jection brought it down promptly. Injec- 
tion was made in all cases, even when treat- 
ment promised but little or when there was 
doubt as to the diagnosis between erysipe- 
las and lymphangitis or other affection. 

The experience of the author has been 
that of all means of treating erysipelas, that 
by means of diphtheria serum gives by far 
the most certain results. For the purpose 
of comparison, serum was injected in puer- 
peral infection, mastitis, osteomyelitis, 
phlegmon, and furunculosis, conditions 
supposed to be due to streptococcus infec- 
tion, but without any appreciable good re- 
sults. 


sinks to 


nor do any complications occur. 





TREATMENT OF GALL-STONES. 


KEHR (Miinchener medicinische Woch- 
enschrift, Jahrg. 58, No. 12) says that 
when a patient relates to him his symptoms, 
and he has made his examination, the pa- 
tient usually asks him four questions: Are 
gall-stones present? Have you felt them? 
Must I be operated upon? Is the operation 
dangerous ? 

To answer these questions correctly, it 
is necessary to have a clear idea of the 


pathological anatomy of the subject. The 
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author never operates upon a patient with 
gall-stones without asking himself in what 
way the patient might have been cured by 
medical means. So far as the stones them- 
selves are concerned, no good is derived 
from internal treatment; the only thing 
accomplished is the possible relief of the 
effects of the stones. The author would 
welcome a means of curing these cases by 
medical means, thus rendering operation 
unnecessary; but it must be admitted that 
we are as yet far from such attainment. All 
that can be hoped from medical treatment 
is to reduce the condition to a latent state. 

As to the question whether or not gall- 
stones are present, it must be said that a 
certain diagnosis of the presence of gall- 
stones is only in a few cases possible. The 
.-rays almost never give any help, and the 
author has abandoned their use as a diag- 
nostic agent. 

If a stone is passed in the stool, or vom- 
ited, the diagnosis is certain, but this sel- 
dom happens in comparison with the num- 
ber of cases of gall-stone disease. The so- 
called gall-stone colic is often not the result 
of stones, but of cholecystitis or adhesions, 
no stone being present. The custom of the 
author is not to diagnose gall-stones, but 
to tell the patient that he has cholecystitis, 
adhesions, or cholangitis; that the cause is 
in 90 per cent stones, but something else 
in 10 per cent of cases, so that at operation 
no stones may be found. Operation is done, 
not on account of stones, but on account of 
inflammation, which internal treatment can- 
not cure. 

Although the diagnosis of gall-stones is 
very difficult, the diagnosis of their effects 
and of other inflammatory conditions is 
easy. When one finds a tenderness to pres- 
sure over the gall-bladder region, which 
persists in spite of treatment, it is cer- 
tainly due to inflammatory conditions which 
only surgical measures will cure. 

As to the question whether the stones 
can be felt or not, the author has been able 
only two ‘or three times to answer this in 
the affirmative in about 4000 examinations. 
The gall-stones either lie in a gall-bladder 
filled with fluid which renders them not 
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palpable, or the gall-bladder is shrunken 
up behind the liver and cannot be felt. 

The third question, namely, as_ to 
whether operation must be done, can be 
answered only by understanding clearly the 
objects to be gained by internal and by 
surgical treatment. The battle which the 
surgeons are waging with the knife is not 
so much against the stones as against the 
bacteria which cause infection in and 
around the gall tract. The best that inter- 
nal treatment can do is to allay the inflam- 
mation. This is best done by hot poultices, 
laxatives, diet, rest, and by intestinal disin- 
fectants, calomel and salicylic acid. A rad- 
ical cure can be obtained only by operation. 
As Kiimmell says in reference to appendi- 
citis, so may it be said in regard to chole- 
lithiasis: “The internist treats, the surgeon 
cures the patient.” Surgical treatment has 
for its object to remove the gall-bladder, 
and the searching and draining the gall- 
passages. The cases which the author has 
lost after operation are usually those in 
which there is far-advanced disease of the 
liver. In almost all cases of late operation, 
the fault is with the patient and not with 
the doctor. Usually operation is advised 
early by the doctor, but is refused by the 
patient, who then goes to a quack; then, 
when he gets no better, he returns to the 
doctor and accepts operation. 

A stone should not be allowed to remain 
in the common duct more than two to three 
months. In the author’s experience the pa- 
tients who die, die not as a result of the op- 
eration but from complications which could 
have been avoided by early operation. 
\When a person comes to the author with 
empyema of the gall-bladder, or chronic 
obstruction of the ductus choledochus, he 
always says to the patient, “You must by 
all means be operated upon.” In cases of 
gall-stones where life is not in immediate 
danger, but where there is some pain and 
(distress, and some interference with work 
and the enjoyment of life, operation is not 
insisted upon, but the patient is told that 
in the hands of an experienced surgeon 
there is a minimum danger, and that, if the 
operation is done early, not only will much 


suffering be avoided but the dangers of late 
operation will not be encountered. ‘The 
discerning will accept operation, but these 
are in the minority. The author has seen 
such cases go away without operation, and 
in a few weeks return in a miserable condi- 
tion and reprove him for not operating 
earlier. 

As regards the danger of operation, it 
may be said that in the hands of the expe- 
rienced surgeon the danger is very small. 
Only 1.4 per cent of operated cases die, and 
these are usually cases of carcinoma, cir- 
rhosis, or septic cholangitis. 

Operation for gall-stones is considered 
by the laity as a life-and-death matter, due 
chiefly to two causes. In the first place, 
the operation is frequently put off so long 
that the patient dies of the complications, 
but the operation is charged with the death. 
In the second place, in many large hospitals 
gall-tract operations are entrusted to young 
and inexperienced surgeons, whose bad re- 
sults are charged against the operation in 
general. If operation is carried out prop- 
erly, and at the right time, the danger is 
almost none. 


TREATMENT OF APPENDICITIS. 

HOBMEIER (Klinisch - therapeutische 
WV ochenschrift, Jahrg. 18, No. 18) reports 
upon the treatment of appendicitis as car- 
ried out in the clinic of Franz Konig. The 
diagnosis should be established as soon as 
possible, for the best prognosis depends. 
upon early operation. There are still phy- 
sicians who, in spite of a certain diagno- 
sis, prefer to attempt to carry their patients 
through to the interval, and then operate. 
This procedure is not to be advised, for 
after the attack there are apt to be adhe- 
sions which make necessary a more exten- 
sive operative traumatism; there is a 
greater wound area, and secondary adhe- 
sions are apt to form and give rise to later 
A difficulty which is pre- 
sented, even after a correct diagnosis, is 
the decision as to how extensive the in- 
flammation has become and whether the 


disturbances. 


peritoneum has as yet become involved. 
To determine this point the author advises 
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that the viscosity of the blood be ascer- 
tained by means of the Hess apparatus. 
When the inflammation is confined to the 
appendix the viscosity remains normal; 
when it has spread to a moderate extent 
to the peritoneum the viscosity is increased, 
and in diffuse peritonitis it is very greatly 
increased. If the viscosity of the blood is 
increased in a case which appears clinically 
to be a mild one, we may be assured that 
we have been deceived in regard to the ex- 
tent of the process. The finding of in- 
creased viscosity of the blood has been the 
determining factor in carrying out opera- 
tions in most cases observed by the author. 
lf, after operation in diffuse peritonitis, 
the viscosity of the blood decreases with the 
temperature, it is regarded as evidence that 
all the pus has been removed and that the 
‘subsequent course will be favorable. 

In appendicitis confined to the appendix, 
the treatment consists simply in removal of 
the appendix and closure of the abdomen. 
In all cases in which extensive resistance in 
the ileocecal region leads to the supposition 
that an abscess has formed, immediate op- 
eration must be done; if there is much 
bulging, and the abscess seems superficial, 
it is sufficient to incise it, as is done in an 
abscess anywhere, and insert a drain. If 
the abscess lies deeply, an incision is made 
at the border of the rectus muscle, and, 
after carefully walling off the abscess with 
tampons and separating adhesions, the ab- 
scess is emptied. The appendix is removed 
only in those cases in which it is easily felt 
and separated; the abdominal wound is 
never sutured in case of abscess. For 
drainage a rubber tube or a cigarette drain 
is used. In case of peritonitis only a small 
opening is made in the abdominal wall and 
the peritoneum, just sufficient to admit the 
finger; through this the appendix is re- 
moved and the abdominal cavity irrigated 
by means of a uterine catheter, until the 
fluid comes away clear. Then a rubber 
drain is carried into Douglas’s pouch. In 
severe and extensive peritonitis, a large 
pararectal incision is made, the peritoneum 
thoroughly washed out, and drains carried 
into Douglas’s pouch and the liver region. 
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In the after-treatment of all appendix 
cases it is considered important to reéstab- 
lish peristalsis as soon as possible in order 
to avoid adhesions. This is best accom- 
plished by means of heat applied to the ab- 
domen a few hours after operation through 
the medium of an iron heated by electricity, 
which is placed over the abdomen for 
half an hour. This is repeated twice daily. 
Enemas are also given, and at times atro- 


pine. 


THE ORIGIN AND TREATMENT OF 
FLATFOOT. 

Ewatp (Klinisch-therapeutische Woch- 
enschrift, Jahrg. 18, No. 17) states that 
one-third of all city schoolchildren exam- 
ined by him have flatfoot, and one-third 
more have a more or less broken-down 
arch. The reasons that so few persons 
with flatfoot consult the physician are, in 
the first place, that not all flat feet are pain- 
ful; and in the second place, on account of 
the cost of going to the doctor many turn 
aside to the dealers in orthopedic appara- 
tus, and to the shoemaker. Furthermore, 
in many cases of flatfoot the physician 
makes a wrong diagnosis of rheumatism, 
gout, or even lues, or tuberculosis. It must 
be kept in mind that only a slightly broken 
arch may give rise to very serious pain and 
disability. 

A flat or broken arch may become pain- 
ful through long standing, as in the case of 
apprentices and shopkeepers; from increase 
in body weight, as from obesity or preg- 
nancy ; from injuries, as trauma to the foot 
or leg; from resumption of use after long 
illness. 

Studies in the skeleton, at autopsy, and 
by means of the Roentgen rays show that 
the pain results from displacements in the 
relative position of the various foot bones, 
especially at the calcaneo-astragaloid and 
the calcaneo-cuboid joints, as a result of 
which there is set up an inflammation and 
osteophytes are produced. These condi- 
tions may exist a long time without pain, 
but if a predisposing cause supervenes, 


pain is engendered. 
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As regards the treatment, the physician 
should endeavor to prevent the develop- 
ment of flatfoot by warning parents against 
allowing their children to start bearing 
weight on their feet or walking before the 
tissues become strong enough to stand the 
strain. Children should go barefooted as 
much as possible, and when wearing shoes, 
these should be fashioned to permit the 
feet to retain the normal There 
should be put into the shoe some form of 
adequate support for the arch of the foot. 

When the physician sends the patient 
with either a painful or a painless flatfoot 
to the dealer for a support for the instep, it 
is not sufficient that the support be placed 
in the shoe he is wearing, but the shoe with 
the support incorporated in it should be 
made to order. It is best to make a plaster 
cast of the foot in its proper position and 
have a support constructed from that. If 
are not followed the sup- 
bend or break and lose 
patient will become pos- 
sessed with the idea that nothing can be 
done to relieve him. In addition to giving 
proper support to the foot, it is requisite 
to institute massage, active and passive 
movements, methodical standing and walk- 
ing, gymnastic movements of the inflamed 
joints, hot-air or hot-water baths. 


shape. 


proper methods 
ports will soon 


shape, and the 





TWO-STAGE PROSTATECTOMY UNDER 
LOCAL ANESTHESIA. 

KaAyserR (Berliner klinische Wochen- 
schrift, Jahrg. 48, No. 8) reports the ex- 
perience with the operation of prostatectomy 
under local -anesthesia in 
There are four things in 
A great 


in two 
Ktimmell’s clinic. 
favor of this method of operating. 
majority of the prostatics who come for 
operation are of such advanced age as to 
render any operation dangerous. The local 
anesthesia overcomes this danger in part, 
and the two-stage operation diminishes the 
It also affords an oppor- 


stages 


danger of shock. 


tunity of treating and reducing the bladder 
and kidney congestion and infection which 
often complicates these prostatic cases. Fur- 
ther. it reduces the danger of wound infec- 


tion at the site of the prostate and in the 
tissues behind and in front of the bladder. 
Finally, the rest which the bladder muscle 
gets during the time, averaging two weeks, 
between the two stages of the operation 
guarantees a better functional result to the 
bladder after the operation has been com- 
pleted. 

The author does not propose that the 
two-stage operation be made the usual pro- 
cedure, for the prostatic who is in good 
general condition, has competent kidneys, 
and whose bladder is but slightly involved, 
or can be put into good condition by irriga- 
tion, has a right to demand that he be op- 
erated upon in one stage. 





THE NON-OPERATIVE TREATMENT OF 
VARICOSE VEINS OF THE LEG. 

Hackett (Journal of the Michigan State 
Medical Society, March, 1911) thus de- 
scribes the treatment advocated, which lies 
in the use of a boot composed of Unna’s 
paste and ordinary gauze bandages. The 
paste is composed of the following: gelatin, 
white, 2 parts; zinc oxide, 2 parts; glycerin, 
3 parts; aqua, 6 parts. 

This is made over a water-bath, first 
completely dissolving the gelatin, then 
stirring in gradually the zinc oxide until it 
is thoroughly incorporated in the mixture, 
and last of all adding the glycerin. 

Gelatin increases the plasticity of liquids 
with which it is incorporated, and it has 
unquestionable adhesive properties. Gelatin 
has been accused of causing tetanus, and 
in order to obviate this risk it should be 
thoroughly sterilized at a temperature of 
120° C. An inch strip of adhesive plaster 
is placed around the limb below and above, 
to mark the margin of the boot. The hot 
paste is painted on with a brush all over 
the limb from the lower to the upper ad- 
hesive strip, and the gauze bandage two 
and one-half or three inches wide is applied 
from below; the gauze is wound snugly 
once around and overlapped and cut by 
the surgeon, while the assistant does the 
painting. Two or three layers of bandages 
are applied in this way and the boot allowed 
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to dry. An ordinary stocking and shoe 
may be worn over the boot and the patient 
return to work. 

If there is much excretion from an ulcer, 
a small window may be cut through the 
boot in a few days and the ulcer dressed. 

The application of the paste in this 
manner is antiseptic, healing, and soothing to 
ulcers and varicose eczema, and gives sup- 
port to the vessels better than a stocking 
or elastic bandage. 

The boot may be worn frorm two weeks 
to two or three months, depending upon 
the condition present. 

It is surprising how rapidly healthy 
granulations spring up from foul and even 
gangrenous ulcers under this treatment. 


EXTIRPATION OF A CANCEROUS TU- 
MOR OF THE LIVER. 

IsrAEL (Berliner klinische Wochen- 
schrift, Jahrg. 48, No. 15) says that it is 
with extreme rarity that a cavernous tumor 
of the liver is subjected to surgical treat- 
ment. The reason for this is that these tu- 
mors are, as a rule, small and benign. Oc- 
casionally, nevertheless, they reach a large 
size, and on account of the pain and pres- 
sure they produce call for surgical meas- 
ures. The first operation of this character 
was done by Eiselsberg in 1893, and alto- 
gether six operations have been performed. 

The author reports a case in a man aged 
thirty-nine years, who had for a year no- 
ticed a mass in the epigastrium which dur- 
ing the past four months had become a 
burden on account of pain, pressure on the 
stomach, and vomiting. In the epigastrium 
there was an hemispherical mass larger than 
a fist, which was located partially behind 
the left lobe of the liver and extended mid- 
way between the ensiform and the navel. 
A pathognomonic sign which it manifested 
was that when pressed upon it disappeared, 
and when pressure was relieved it reap- 
peared. A diagnosis of cavernous tumor 
was thus established, and operation per- 
formed. 

This is the first case in which diagnosis 
has been made prior to operation. Incision 


was made in the middle line, and at once 
a large dark-bluish-red tumor presented. 
The liver was mobilized by cutting the 
suspensory ligament, and in this way the 
liver lobe was brought into the wound. 
The left triangular ligament and the cor- 
onary ligament were also cut through. An 
incision was made between the left and the 
right lobe of the liver at the lower portion, 
after applying a series of through-and- 
through silk sutures. When the thick 
upper portion of the liver was reached a 
trocar was passed through the liver from 
front to back, the stylet removed, a rubber 
tube passed through the cannula, the 
cannula removed, and the tube tied; in this 
way the left lobe of the liver was removed 
in a bloodless manner. The end of the 
rubber tube was carried into the abdominal 
wound and the wound closed around it. 
Primary healing occurred except where the 
tube was placed. At the end of four days 
the knot was cut and the tube withdrawn. 
The patient is cured and his troubles 
removed. 





EXPERIMENTAL SYPHILIS IN RAB- 
BITS. 

UHLENMUTH and Muvtzer (Berliner 
klinische Wochenschrift, Jahrg. 48, No. 
15) report upon their results with inocula- 
tion of syphilis in rabbits, and conclude that 
the proof of the production of syphilis in 
rabbits as a result of their experiments 
resides in the fact that there was a char- 
acteristic incubation period; there were 
characteristic luetic manifestations, es- 
pecially in the hereditary form, both clin- 
ically and pathologically; the disease could 
be inoculated not only upon the rabbits, but 
upon apes, guinea-pigs, and goats. A fur- 
ther proof of the syphilitic nature of the 
process is furnished by the fact that it 
could be cured and the spirochetz be made 
to disappear by specific treatment with 
atoxyl and salvarsan. That the disease was 
not produced by some  ultramicroscopic 
organism was shown by the fact that ma- 
terial which had passed through a Berke- 
feld filter would not cause the disease. 








SACROILIAC RELAXATION. 


MEISENBACH (Surgery, Gynecology and 
Obstetrics, May, 1911) under this title con- 
tributes an elaborate article suggested by 
the work of Goldthwait and Osgood. He 
considers four types, traumatic, general 
debility, uterine, and neurotic, and cites 
cases illustrative of each class. As to differ- 
ential diagnosis he notes that in cases pre- 
senting symptoms of lameness, lumbago, 
sciatica, occipital headache, pain in the 
small of the back, acute spinal curvature of 
the lumbar spine, shooting pains down the 
limbs, neuritis, kink in the back, one should 
always consider the possibility of a sacro- 
iliac strain or subluxation. In sacroiliac 
cases one or more of the physical signs of 
pelvic joint strain are always present. In 
tuberculosis of the spine, lateral motion is 
usually restricted in both directions. In 
true sciatica there is an actual inflammation 
along the course of the sciatic nerve which 
is more noticeable upon deep palpation. 
Acute lateral curvature is never caused by 
sciatica, and when the two exist together 
they are due to sacroiliac strain or disloca- 
tion. The sciatica which accompanies 
osteoarthritis of the spine can be easily 
differentiated from that which is due to the 
sacroiliac joint; the sciatica is due to the 
pressure on the nerves of hypertrophied 
bone, thereby narrowing the nerve canals. 
If the osteoarthritis is very far advanced 
the radiogram will distinctly show this. In 
neuritis and in cases presenting 
anesthesia or hyperesthesia in different 
parts of the body, the paramount symptoms 
together with the physical examination will 
clearly establish a diagnosis. The Gold- 
thwait sign is almost always present in 
sacroiliac joint strain, but may also be 
present in other conditions, as, for instance, 
in early tuberculosis of the spine, but in this 
blood count will assist to differ- 
entiate. In the hysterical cases the tilting 
of the pelvis and an examination under an 
anesthetic will help to differentiate. 

The so-called spinal sprains are usually 
strain. 


actual 


last a 


unrecognized cases of sacroiliac 


However, where the sacrolumbar joint 1s 
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really wrenched the subjective symptoms 
may closely simulate those of strain of the 
sacroiliac joint. With strain of the sacro- 
lumbar joint the patient can walk guardedly 
without pain, and one does not find the 
tilting of the pelvis as in sacroiliac strain. 
In the first, sciaticas are the exceptions, 
lumbagos the rule. The tilting of the pelvis 
and the apparent length of the limbs are 
the differential points. 
the symptoms may be general, as is some- 
times the case in sacroiliac involvement, 
but in the former spinal motions in the 
lumbar regions are free and the entire 
spinal motion is frequently centered on one 
or two vertebre, but not restricted. 
Sacroiliac disease should not be confused 
with sacroiliac relaxation. Sacroiliac dis- 
ease as described in many of the text-books 


In functional spines 


is an entirely different entity, meaning that 
there is bony necrosis of the sacrum and 
surrounding structures. 

Concerning the #-ray he observed that 
many of the cases showed an open joint to 
a greater or less extent, although it was 
observed that without the stereoscopic 
-ray many places passed uninterpreted. As 
to general treatment, it is noted that the 
ambulatory cases can generally be held 
firmly by a properly applied plaster jacket 
reaching well down over the hips and 
holding the spine in a hyperextended posi- 
The jacket is applied with the most 
benefit by placing the patient over the 
Goldthwait irons, with pressure upon the 
sacrum. While doing this it may be neces- 


tion. 


sary to manipulate somewhat the ilia upon 
the sacrum while the patient is in position 
for the jacket. In some cases it may be 
necessary to give an anesthetic, and by sev- 
manipulative force the 
sacrum back into its position, and then 
apply the fixation jacket. In some of the 
milder cases a firmly fitting webbing sup- 
port may suffice. In others an Osgood 
brace attached to the corsets so as to cause 
constant pressure upon the sacrum will af- 
ford the necessary relief. When flatfoot 
and faulty attitude are present they should 
be corrected, and in the latter condition a 
steel back-brace applied so as to bring 


eral procedures 

















pressure upon the sacrum with counter- 
pressure upon the ilia just below the crests. 
High-heeled shoes are sometimes pre- 
scribed in the very mild cases. When 
uterine disease coexists, the pelvic girdle 
should be firmly supported by a plaster 
jacket or steel back-brace, and the case fur- 
ther treated by a gynecologist. In cases 
with flat back the spine should be supported 
so as to overcome the obliteration of the 
lumbar spine. In many of the cases a pillow 
placed under the small of the back while 
sleeping will prevent dragging of the lum- 
bar spine and the tilting of the sacrum 
backward at a time when the pelvic girdle 
is relaxed. 

It may sometimes be necessary to alter- 
nate between a steel brace and a plaster 
jacket, these to be replaced later on by a 
webbing jacket reénforced by heavy steels. 
And again a celluloid jacket with sacral 
pad incorporated to be worn during the day, 
and a simple pelvic belt at night, is ad- 
visable in those cases in which the pelvic 
girdle is not able to support the trunk. 
When deformity exists it should be cor- 
rected, if possible. Adhesive strapping 
firmly applied from crest to crest acts only 
as a temporary relief, after which other 
treatment should be given. Nerve stretch- 
ing should never be resorted to in cases of 
sacroiliac relaxation with sciatica as a 
symptom. In mild cases with a movable 
sacrum high-heeled shoes may be all that 
is necessary, this depending upon the con- 
tour of the lumbar spine and the general 
poise. 





TRANSTHORACIC CARDIOTOMY. 


FiscHER (Surgery, Gynecology and Ob- 
stetrics, May, 1911) reports the case of a 
boy three years old, exhibiting a stricture 
incident to having swallowed lye. Instru- 
ments could not be passed. Therefore the 
abdomen was opened, and an hour-glass 
stomach was found to have developed. A 
gastroplastic operation and a gastrostomy 
were performed, a rubber tube being 
pushed through the pylorus to the duo- 
denum to put the sutured stomach at rest. 
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X-ray pictures taken later showed clearly a 
stricture, beginning at about the bifurca- 
tion of the trachea and ending 1% centi- 
meters above the diaphragm. Bougies 
could not be passed nor could a thread be 
flushed through, nor could an instrument 
be passed from below. Feeding through 
the gastrostomy wound did not seem to be 
successful. The child suffered from gastro- 
intestinal disturbances, with high tempera- 
ture. 

Under the Meltzer-Auer insufflation of 
the lung the thorax was opened in the 
seventh intercostal space. The ribs were 
separated and the lungs pushed away from 
the diaphragm. This incision was found 
to be too high. A second was therefore 
made to the eighth intercostal space, giving 
free access to the esophagus and the lower 
part of the diaphragm. The lung was 
pushed upward and held out of the way by 
Japanese silk handkerchiefs sterilized in 
vaselin. The pleura covering the esophagus 
was split, both vagi nerves were carefully 
isolated from the esophagus, and the latter 
was bluntly dissected out of its bed by 
means of forceps, this being easily accom- 
plished without bleeding. By a gauze loop 
the esophagus was pulled well out into the 
wound. By carefully pulling the esophagus 
upward by this loop of gauze it was 
loosened all around its attachment to the 
diaphragm; a pair of anatomical forceps 
was pushed through the layer of the 
diaphragmatic pleura and peritoneum, thus 
opening the peritoneal cavity. The stomach 
was carefully pulled into the thoracic cavity 
until a point was reached about 7 centi- 
meters below the point of entrance of the 
esophagus. The pleural cavity was now 
carefully packed off with the silk handker- 
chiefs and a transverse incision made be- 
tween two silk sutures as guides in the 
cardia, 3 centimeters below the entrance of 
the esophagus. Through this incision a 
ureteral catheter armed with a stylet and 
closed at the end was inserted. The 
stricture was easily entered from behind 
and the catheter led out through the mouth, 
where it was secured by a clamp. A long- 
curved dressing forceps was inserted into 
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the gastrostomy opening, and the lower end 
of the catheter was caught and _ pulled 
through this opening. The incision in the 
cardia was now closed by a double row of 
silk Lembert sutures, and the stomach 
replaced into the abdomen. The esophagus 
was fastened to the diaphragmatic ring by 
interrupted silk sutures, care being taken 
to grasp enough peritoneum to produce a 
broad apposition of peritoneum to the 
esophageal wall. The incision in the inter- 
costal spaces was closed by interrupted silk 
sutures, which were slung around the rib 
above and below the incision, care being 
taken to have the lungs fully expanded. 
The child’s death was attributed to the 
inspiration of some ether due to faulty 
management of the insufflation apparatus. 


RESECTION OF THE POSTERIOR 
ROOTS TO RELIEVE PAIN, PAIN 
REFLEX, ATHETOSIS, AND 
SPASTIC PARALYSIS. 

ABBE (Medical Record, vol. 79, No. 9) 
observes that it is only fair that an Ameri- 
can name, Dr. Dana’s, should be given 
credit for the complete and earliest con- 
ception recorded of perfect comprehension 
of the possibilities and importance of the 
posterior root dural resection for pain. 
Following that and Dr. Bennett's resort to 
it (also for pain) the succeeding cases of 
Abbe were for pain plus athetosis. The 
extension of its use for spastic paraplegia 
may be credited to Forster, though Abbe’s 
own third case was for pain in a hemiplegic 
with athetoid spasm. The further exten- 
sion of the operation to attempted relief in 
cases of violent crises of pain and loco- 
motor ataxia, and even in wry-neck spasms, 
suggested a widening field not yet suffi- 
ciently tested for report. The principle of 
cutting the link in the sensory reflex chain 
is anatomically and physiologically correct. 
Although in paralytics the motor nerve 
trunks may not be able to restore function 
in all cases, the return pain-stimulus, which 
excites the spastic distortions, seems uni- 
formly to be relieved. The actual existence 


of neuritis in two of Abbe’s cases was 


doubted by even such an authority as Dr, 
Seguin, who thought the pain probably 
delusional. In one, however, inflammation 
in the roots was demonstrated. When the 
patient persists in describing the spasm of 
pain as “drawing pains’—and this has been 
so uniform a description without collusion 
—Abbe has come to regard it as almost 
diagnostic of neuritis. 

As to the technique employed in oper- 
ating, the accepted method is to separate 
the muscles from the laminz on one side 
of the spinous processes under an incision 
alongside the spines, then to gnaw away 
the laminz by a sharp pair of medium small 
rongeurs. Taylor proposes to limit the re- 
moval of the bone to one-half lamina. This 
exposes the roots sufficiently for operation 
and preserves the support and protection 
from pressure of the other half lamina and 
spinous process. Abbe found this adequate 
in his last case, and he believes the tech- 
nique about perfect. The operation is 
neither a bloody nor a tedious one. The 
patient should be in the horizontal posture, 
three-quarters turned upon his chest. A 
pair of small rongeurs, bent partly on the 
flat, and preferably with a “gothic arch” 
cutting edge, is best for vertebral work. 
The posterior roots consist of four or five 
threads in each group, combining into one 
cord. Of these, at first all were divided 
after being raised from the cord on a 
tenaculum hook. 

Bailey has proposed making a hemisec- 
tion, dividing only half or three-fifths of 
each group, thus modifying the sensory 
disturbing reflex, but not destroying the 
pain sense and consequent poor coordina- 
tion of the motor function. This has been 
the sequel of Sherrington’s observation on 
monkeys, that when all the posterior roots 
were cut the animal refused to use his hand 
to feed himself, though cortical stimulation 
showed perfect muscular function. 

In Abbe’s last case he did the hemisection 
of each root with the happiest results. 
Forster has emphasized the wisdom of not 
cutting the posterior roots of a large num- 
ber in continuity with the same idea of 
producing an incomplete anesthesia, but 
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sufficient to control sensory reflex. With 
this idea he advises, if the legs are spastic, 
that instead of the lumbar first, second, 
third, fourth, fifth, and first sacral, one 
should omit the fourth, or the first, third, 
and fifth, or the second and fourth, as 
seems wisest at the time. A better sugges- 
tion, however, is Taylor’s, that half or 
more of each root contributing to the sciatic 
or the cervical plexus be divided. This 
preserves the nutrition of the remnant of 
the root and distributes the anesthesia 
evenly. Following operation there is rarely 
complete anesthesia. 


THE TREATMENT OF ACNE VULGARIS. 
JURKE (Pennsylvania Medical Journal, 
March, 1911) notes that with stock vac- 
cines he has not noticed any benefit in the 
treatment of acne vulgaris. After briefly 
alluding to the favoring conditions pro- 
duced by constipation, anemia, and sluggish 
circulation, he advises puncturing and 
evacuation of all pustules by means of a 
comedone extractor, the latter instrument 
being emploved for all comedones large 
enough to be seen. The face is scrubbed 
vigorously every night before retiring with 
green soap and hot water; thereafter rinsed 
with cold water and greased with an oint- 
ment made up of: 
k Beta-naphthol, 5 per cent; 

Sulphuris prec., 25 per cent; 

Sapo viridis, 35 per cent; 

Adeps lan, 35 per cent. 


M. ft. ung. 


This ointment is allowed to remain on 
for from fifteen minutes to an hour and 
then wiped off. In very obstinate cases he 
advises .-ray under careful supervision. 


TREATMENT OF RODENT ULCER BY 
CALCIOPHOSPHATE OF URANIUM. 
CHURCHWaARD (Lancet, March 11, 1911) 

brings before the notice of the profession 

generally a treatment which he regards as 
efficient, simple, and inexpensive, in this 
latter respect differing from radium bro- 
mide. Whilst experimenting with calcio- 
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phosphate of uranium he found this min- 
eral to possess great radioactivity. He notes 
that before treating any case with the min- 
eral it is absolutely necessary to prove how 
much radioactivity it possesses, as some 
specimens are very feeble, though others 
are strong. The mode of treatment is sim- 
ple. After having proven the strength with 
the phosphate of uranium a piece of lint 
is placed over the ulcer, and the mineral 
is allowed to rest on this for three hours 
each day, which after a week can be in- 
creased to four or five hours. If any 
dermatitis is produced in the surrounding 
tissues he leaves the treatment off for two 
days, and then applies for an hour, or two 
hours only, for the first week, after which 
he increases the time gradually. Three 
successful cases are reported. 


THE ASSOCIATION OF DISEASE OF 
THE MOUTH WITH RHEUMATOID 
ARTHRITIS AND CERTAIN OTHER 

FORMS OF RHEUMATISM. 
Goapby (Lancet, March 11, 1911) lec- 
tures upon this subject, taking up in detail 
the etiology, clinical evidence, and bacteri- 
ology, and notes that in many of his cases 

a considerable amount of crown and bridge 

work had been inserted into the unfor- 

tunate person’s mouth, in consequence of 
which, he states, he cannot express too 
great a horror of that potent predisposing 
namely, the 





cause of infection of the jaws 
ill-fitting, ill-adjusted, ill-conceived, and 
pernicious cap crown. 

As to treatment, 45 out of his 49 cases 
were treated with autogenous vaccines of 
the streptobacillus male. Of these 23 have 
been cured, inasmuch as their arthritic 
symptoms have resolved sufficiently for 
them to go about their normal avocations. 
In no case was the condition in any way 
aggravated. The routine method of treat- 
ment adopted was inoculation with au- 
togenous streptococcic bacilli vaccines fol- 
lowed by attention to the local mouth in- 
fection. Where extraction was deemed 
necessary, and the question of extraction 
was generally decided by the assistance of 
x-ray photographs, preliminary immuniza- 
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tion of two or three doses of vaccines has 
always been undertaken before the removal 
of the infected tooth. He is of opinion 
that harm may result from the free removal 
of even loose teeth in sufferers from 
arthritis deformans unless preliminary 
treatment is adopted, and he has found, as 
a matter of practice, that increased local 
swelling and pain does occur in many in- 
stances in arthritis deformans after the 
removal of the teeth, and may even follow 
an ordinary process of scaling tartar- 
coated teeth. 

He does not seek to establish a specific 
organism as the etiologic factor in all cases 
of rheumatoid arthritis, infective fibrositis, 
muscular rheumatism, etc., but that in dis- 
eases of the jaws, especially rarefying 
alveolar osteitis, a streptobacillus is present, 
pure cultivations of which inoculated into 
or around the knee-joints of rabbits have 
produced symptoms similar to and indis- 
tinguishable from arthritis deformans; that 
in such diseases of the mouth and jaws the 
treatment of the disease locally and by 
means of autogenous vaccines prepared 
from the streptobacillus has been associated 
with amelioration and disappearance of the 
arthritic symptoms in a greater number of 
instances than can be ascribed to fortuitous 
coincidence. 





CYSTOSCOPY AND URETERAL CA. 
THETERIZATION IN YOUNG 
CHILDREN. 

Beer (American Journal of Surgery, 
vol. 25, No. 3) has perfected a very small- 
caliber catheterizing cystoscope which he 
believes will overcome the main difficulties 
in the way of routine application of this 
instrument in young children. The instru- 
ment is so constructed that a single catheter 
tunnel can be attached and reapplied when 
desired, thus making an examining and 
catheterizing cystoscope in one. It is noted 
that anesthesia must be used more fre- 


quently than in adults, especially in boys. 
Moreover, because of the high position of 
the bladder the ocular end of the cystoscope 
must be markedly depressed in order to get 
a good view, and it is recommended to use 
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a deep injection of 10 Cc. of a % per cent 
sterile indigo-carmine solution to establish 
both the landmarks of the ureters and the 


activity of the two kidneys. Between two 
and three ounces of fluid are used in the 
bladder, and the dilatation will be found 
very adequate. Another point to bear in 
mind is that the patient’s rectum should be 
thoroughly emptied for obvious reasons. 
The youngest patient cystoscoped was a 
little girl of fourteen months, the picture 
showing traumatic ulcers and cystitis fol- 
lowing the use of the stone searcher. The 
youngest male child cystoscoped was five 
years old. The youngest patient whose 
ureters he has catheterized was a girl of 
five years. This was done without anesthe- 
sia. The youngest boy was ten years old. 





CHRONIC TRAUMATIC MASTITIS. 


CHEATLE (British Medical Journal, 
March 4, 1911) writing under this title 
observes that the main causes are corsets 
which have not been made upon hygienic 
principles. He notes that traumatic mastitis 
can be prevented and cured by corsets 
properly made. These should be made so 
low that a breast cannot be impaled upon 
them no matter what position a woman 
may assume, or so high that they afford 
support in place of bruising, being properly 
padded. The author does not believe that 
a breast suffering from chronic mastitis is 
likely to be the seat of a cancer, the relation 
by no means being close. It is true, how- 
ever, that it is very common to find such 
stay bones impaling the breast where can- 
cer exists. 





THYROID GLAND AND GENERATIVE 
ORGANS. 

GoopaLt and Conn (Surgery, Gynecol- 
ogy and Obstetrics, May, 1911) conclude 
a study on this subject as follows: 

1. The relation between the female gen- 
itals and the thyroid is very intimate. 

2. The generative organs which stand in 
such close relation with the thyroid are the 
ovaries. 

3. The uterus is devoid of any influence 
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upon thyroid activity, except in that its 
function may affect the ovarian function, 
and through this the thyroid. 

4, Thyroid activity is in a measure under 
the governance of ovarian activity. 

5. Ovarian hyperactivity is a frequent 
cause of the development of exophthalmic 
goitre. 

6. Diminished or absent ovarian activity 
usually coincides with myxedema. 

7. Puberty, menstruation, pregnancy, lac- 
tation, and menopause exercise a profound 
influence upon the thyroid secretion. 

8. Thyroid secretion and ovarian secre- 
tion do not supplement each other; they 
neutralize each other. 

9, The ovary has two secreting struc- 
tures, the corpora lutea and the intestinal 
cells. 

10. It is the secretions from the latter 
which seem to bring the ovary and thyroid 
into such close relation. 





INTERMITTENT HYDRARTHROSIS. 


Davip (Surgery, Gynecology and Obstet- 
rics, April, 1911), after a discussion of the 
etiology and symptomatology of this af- 
fection, notes that the therapeutic measures 
at our disposal are largely empirical and 
include a lengthy list of pharmaceutical and 
surgical agents that proves the inefficiency 
of any one of them. There are.no specifics. 
Of drugs, arsenic, in the form of Fowler's 
solution, and quinine, have given best re- 
sults. In the present series of cases arsenic 
apparently cured four cases and helped five 
others. Arsenic and quinine together im- 
proved two. One was cured by guiaquin 
(Brackett and Cotton), and one recovered 
spontaneously. Of the twenty-eight cases, 
five received no relief from any form of 
treatment. Other drugs used with prac- 
tically no result were salicylates, potassium 
iodide, thyroid extract, iron, ergot, and 
hypodermics of ‘adrenalin chloride. Rest 
and immobilization of the joint is unsatis- 
factory, as the attacks recur at their regular 
periods. Bier’s active and passive hyper- 
emia have been used with some success. Of 
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more radical surgical methods, the applica- 
tion of the actual cautery to the joint, 
aspiration of the joint fluid, and washing 
out the cavity with phenol, bichloride of 
mercury, and iodine, have been used with 
varying success. Aspiration of the joint 
and injection of iodoform and glycerin 
emulsion relieved two patients by removing 
a focus of osteomyelitis near the affected 
joint. While no single method of treat- 
ment obtains the desired relief, the use of 
arsenic seems to be the method of choice 
in most cases. 

The nature of intermittent hydrarthrosis 
is based on theoretical grounds, and there- 
fore in its consideration there is a lack of 
unanimity of opinion. Von Grube, Hart- 
mann, and LeMemme speak in favor of an 
infectious basis, but against this view must 
be urged the slight constitutional disturb- 
ance during attacks, the relative good 
health of the patient for such a chronic 
process, and the absence of microérganisms 
in the joint fluid. It is also highly improb- 
able that a specific microdrganism could in 
one instance cause weekly attacks, and in 
another fortnightly attacks, over a long 
period of time. 

As a peculiar manifestation of malaria, 
the history of an infection with the plas- 
modium and the therapeutic benefit of 
quinine in several instances are of doubtful 
value in choosing it as an etiological factor. 
No case is recorded, moreover, in which the 
plasmodium was found in the blood during 
an attack. In the author's twenty-eight 
cases only one gave a history of malaria, 
and in this case (Stradiotti) the propriety 
of including it in the cases of intermittent 
hydrarthroses is not assured. 

To consider it a peculiar manifestation 
of autointoxication or uric acid diathesis is 
to disregard the findings, in a great major- 
itv of the cases, where visceral lesions, con- 
sequent on a long-standing intoxication, are 
absent. 

The condition is probably not akin to 
acute rheumatism, gonorrhea, or syphilis. 
Lineberger cites 25 cases which had acute 
or chronic arthritis in conjunction with 
periodic hydrops, but among these were 
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some cases of traumatic arthritis. He 
draws attention to the fact that some cases 
of chronic hydrops may become intermit- 
tent, and, on the contrary, that hydrops of 
the periodic type may not always disappear 
between attacks. While it is undoubtedly 
true that a fair number of cases seem to 
have a more or less intimate relation to the 
arthritides and are episodes in their course, 
it should just as emphatically be stated that 
many cases are in no way related to and 
do not occur with any type of arthritis. 
That the periodic hydrops are not types of 
arthritis is shown by the absence of joint 
changes and lack of pathological elements 
in the joint fluid. 

Many authorities believe that the condi- 
tion is a type of secretory angioneurotic 
edema, and much of the clinical evidence 
favors that view. The history of family 
neuroses in some cases, the association of 
functional and organic nervous diseases in 
others, and the peculiar likeness of the non- 
inflammatory hydrops to Quincke’s an- 
gioneurotic edema of the skin, and, finally, 
the presence of symptoms such as urticaria, 
polyuria, diarrhea, asthma, and migraine, 
in certain cases, favor strongly the influ- 
ence of nervous factors. The cessation of 
attacks during pregnancy, their aggrava- 
tion when they coincide with menstrual 
periods, show their relation to these highly 
complex nervous phenomena. Schlesinger 
terms the picture hydrops hypostrophos, or 
recurring swelling, because he believes it is 
a type of angioneurotic edema. He says 
that each often follows psychic conditions 
or slight trauma, that certain regions are 
more affected, that they both have periodic 
onsets which are not always regular, that 
both are temporary, and that in the interval 
the region seems normal. Burchard’s case 
would certainly seem to come in this class. 
It is a fact, however, that many cases occur 
without family neuroses or presence of 


nervous symptoms. Benda says that the 
symptomatic cases occurring with chronic 
rheumatism or arthritis deformans may be 
due to the same spinal cord lesions which 
demonstrated in the chronic 


Hildebrand describes the dense 


have been 


arthritides. 
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network of blood-vessels supplying the 
capsule of the knee and the rich nerve 
supply of even the smallest vessels. He 
thinks that sense bulbs on the serosa of the 
joint may be stimulated, by agents not felt 
by the patient, to produce a transudate, or 
that by other general nervous stimuli the 
vessels could reflexly pour out a transudate, 
These considerations are highly theoretical, 
but the clinical fact remains that the history 
and clinical data of a considerable number 
of cases are similar to those of functional 
neuroses and especially to angioneurotic 
edema. 

There are typical cases of intermittent 
hydrarthrosis in which an absence of rheu- 
matic history, malaria, or other infectious 
diseases, family neuroses or functional 
nervous symptoms, or any known relation 
to neuroses, exists. We are therefore forced 
to the conclusion that an adequate explana- 
tion of the origin of every case does not 
exist. That some of the cases are related 
to the neuroses, that others seem akin to 
acute or chronic arthritis, and that still 
others may be peculiar manifestations of an 
infectious process, are matters of clinical 
record. To dignify the symptom-complex 
of intermittent hydrarthrosis as a disease, 
sui generis, is not warranted by the facts at 
our disposal. It seems especially desirable 
for every case to be made a matter of 
record, so that with increasing carefully 
tabulated clinical pictures of the conditions 
its most salient points may be impressed 
upon us and its pathogenesis possibly be 
acceptably explained. 


NOTES ON 300 CASES OF GENERAL 
ANESTHESIA COMBINED WITH 
NARCOTICS. 

Brown (Lancet, April 15, 1911) notes 
that his object in compiling his published 
report is twofold: First, to see the result 
of combining the effects of general anes- 
thesia, and secondly, to see if ether by the 
open method has any substantial advantages 
over other anesthetics. He used ether by 
the closed method in 143 cases, employing 
Ormsby’s and Clover’s inhalers ; chloroform 
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on a Schimmelbusch mask in 70; mixtures 
of chloroform and ether in different pro- 
portions and also A. C. E. in 27; and ethyl 
chloride in 143, using both the simplex 
inhaler and Ormsby’s and Hedley’s. The 
narcotics used were morphine in doses vary- 
ing from 1 to 14, sometimes combined 
with hyoscine and scopolamine, 1/180 to 
1/50, and usually combined with atropine 
or. 1/200 to 1/50. Hyoscine and _ sco- 
polamine were also used. There did not 
seem to be any marked difference between 
the two. They were given in doses of gr. 
1/180 to 1/50, sometimes combined with 
morphine, sometimes not. 

Veronal was used in a few cases. The 
effects attributed by Brown to the narcotics 
are: 

(a) Before the operation the patient is 
much more tranquil and may become slight- 
ly amnesic. In fact some patients went to 
sleep whilst waiting to be taken to the 
operating theater. . 

(b) The anesthetic (which to many is 
more terrible than the actual operation) is 
not dreaded, and therefore taken better and 
usually without any stage of excitement. 

(c) The induction is generally quicker, 
but occasionally the patient becomes too 
placid, breathes in a shallow manner, and 
so the time is prolonged. 

Many of the cases were first anesthetized 
with ethyl chloride so that time might be 
saved, and there was never any trouble due 
to the ethyl chloride, though in one or two 
cases where the change to the next anecs- 
thetic was not made quickly the patient 
came partly round. 

(d) The amount of anesthetic used is 
much less; this is especially noticeable in 
the case of open ether. Barton states that 
the ether by the open method which he 
uses amounts to 14 ounces per hour. In 
one of the iong cases the writer found that 
the amount of ether used was, on four lay- 
ers of gauze by the open method, during 
the first half-hour, 414 ounces; to end of 
the second half-hour, ¥ ounces; of the third, 
10 ounces; and of the fourth, 12 ounces. 

(e) Salivation and excess of mucus in 
the throat did occur once or twice during 
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anesthesia, but was very rare. During the 
total number of anesthesias (about 500) 
which the writer gave at the Hospital for 
Women he had to use the gag once, the 
stick sponges twice, and the tongue forceps 
once. 

(f) Postanesthetic vomiting was rare 
unless chloroform (or a mixture containing 
it) had been used. When it did occur, 
vomiting was usually only once, and that 
slight. 

In two cases of general peritonitis which 
came on after operation vomiting occurred 
once only in the first twelve hours, but after 
that continued till death. 

(g) Shock seemed to be lessened. 

(h) Postoperative pain was very much 
minimized, in many cases absent. Some of 
the patients who had undergone other 
operations were very emphatic about the 
difference. There was good opportunity of 
judging this, as there seems to be a type 
of gynecological patient who returns about 
every six months to have another operation 
—some of them even six or seven times. 

The author further states that he found 
open ether to be the best anesthetic, except 
where there was much chest trouble. 





METHOD OF DIAGNOSING AND FOL- 
LOWING FISTULOUS TRACTS. 

Lyncu (Medical Record, June 3, 1911) 
has employed as a tracer a mixture of per- 
oxide of hydrogen and a saturated solution 
of methylene blue. He has demonstrated 
time and time again the value of this method 
as a means of diagnosis, and of its almost 
unvarying reliability in those very compli- 
cated fistulous tracts where the communi- 
cation between two fistulae was so narrow 
as to make it impossible for any probe to 
pass no matter how fine, especially when 
the angle between the transverse and longi- 
tudinal fistulous tracts was very acute. 
This, to his mind, is the simplest and the 
most reliable method of following the ram- 
ifications of the tract so far devised. The 
peroxide of hydrogen will carry the 
methylene blue into the finest ramifications 
of the tract, the methylene blue stains the 
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tract, and when the surgeon comes to oper- 
ate it is a very simple thing to follow it. 
This method given a trial will be found 
especially invaluable to the man who oper- 
ates in such a case only occasionally, and 
would obviate many failures that undoubt- 
edly result from overlooking some ramifica- 
tion of the fistulous tract or neglecting to 
find the internal opening. 





STERILIZATION OF THE SKIN BY A 
NEW IODINE SOLUTION. 

McDonatp (Medical Record, April 15, 
1911), observing that alcoholic solution of 
iodine penetrates the epidermis more slowly 
than does a solution of iodine in a fat 
solvent, quotes authority to the effect that 
this drug suspended in acetone penetrates 
the entire cutis by diffusion into the sub- 
cutaneous tissues, with a further reference 
to the fact that the tincture may cause dif- 
fuse infection from its irritative action, and 
that certain bacteria, such as bacillus diph- 
theriz, though destroyed in test-tube exper- 
iments, are not destroyed while growing on 
McDonald, stimulated tiereto by 
Heusner’s results from his solution of 
1:1000 in benzine, with the idea of getting 
a stronger solution since benzine is a pure 
solvent, conducted a line of experiments 
which led him to select carbon tetrachloride, 
98 parts, to which are added 2 parts of 
iodine. By the use of this preparation he 
has for three years had uniformly good re- 
sults without any skin suppuration. His 
technique is as follows: 

The abdomen is shaved the night before 
operation and with gauze (no 
brush) and an antiseptic soap, such as mer- 
curic biniodide soap, or a formalin made up 
of 5 parts of formalin to 15 parts of ben- 
zine and 80 parts of tincture of green soap. 
A soft, dry sterile towel is then applied over 
the field of operation. At the operating 
table this towel is removed and the carbon 
tetrachloride-iodine solution is swabbed on 
skin surface of the abdomen, and 


the skin. 


washed 


the 


rubbed into the skin with a piece of gauze 
for between one and two minutes, the time 
being taken by the anesthetizer. 


The mix- 
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ture dries readily, leaving the skin ready 
for the incision. This mixture combines 
the advantages of Grossich’s tincture of 
iodine method and v. Herff€’s alcohol- 
acetone method of disinfection of the skin, 
The carbon tetrachloride is a fat solvent, 
while alcohol is not, and the addition of the 
iodine makes it a more powerful antiseptic 
than the alcohol-acetone of v. Herff. Car- 
bon tetrachloride is in itself an antiseptic 
of considerable value and is useful in pre- 
serving urine in place of chloroform, and 
has been used to preserve diphtheria anti- 
toxin. Carbon tetrachloride (C Cl,) is a 
heavy anesthetic liquid, not unlike chloro- 
form, with considerable odor, and a fat 
solvent. It does not burn or explode and 
is comparatively unirritating. His atten- 
tion was first directed to it by advertise- 
ments of a cleansing solution for taking 
grease spots from clothes, advertised under 
a trade name which is a corruption of the 
first part of its name, and as a substitute 
for explosive benzine. 

The advantages of the carbon tetrachlo- 
ride-iodine mixture are its simplicity and 
fat-dissolving properties. If used repeatedly 
upon the hands, the skin will become dry 
and peel off, but this will not happen unless 
there is repeated application, and the author 
uses it after his hands have been in pus, or 
after a pus case has been operated upon, 
to be sure of complete sterilization. For 
constant use as a hand disinfectant, the 
iodine must be reduced and some lotion or 
oily substance, as lanolin or cold cream, 
rubbed into the skin of the hands, after 
operating. Carbon tetrachloride is not ex- 
pensive and costs in the neighborhood of 
two dollars a gallon, and three ounces is 
the abdomen for 


sufficient to prepare 
operation. 
The recent operations of Post and 


Nicholl show that iodine in aqueous solu- 
tion of 1 to 400 is efficient in killing all 
organisms in less than one minute, and that 
iodine is one of the best germicides. The 
aqueous solutions have the disadvantages. 
however, of not dissolving fat, of not pen- 
etrating, and of not readily evaporating. 
There is a great deal of ignorance in regard 
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to the value of surgical antiseptics which 
these investigators have helped to clear up. 
Bichloride of mercury in an aqueous solu- 
tion of 1:2000 will not kill the streptococcus 
in thirty minutes, so of what use is it to 
irritate one’s hands by plunging them into 
this solution for one minute? The naive 
and blissful belief some operators have in 
the germicidal value of bichloride of mer- 
cury for skin surfaces would be amusing 
were it not pathetic. Harrington’s solution 
of alcohol, hydrochloric acid, and bichlo- 
ride of mercury is, of course, an efficient 
germicide on skin surfaces, but it is irritat- 
ing to most skins. 

The fat-dissolving antiseptic solution of 
carbon tetrachloride and iodine 2 per cent 
is a useful antiseptic, unirritating and easily 
applied. It has the advantage of v. Herff’s 
alcohol-acetone mixture and of Grossich’s 
tincture of iodine method. If it is desired 





REVIEWS. 605 


to completely seal the skin, it may be done 
by solutions of resin in carbon tetrachloride 
as chirosoter of v. Herff, a solution of wax 
in carbon tetrachloride, or the following so- 
lution: Benzine and resin damar, of each 
10, ether 100, thymol 0.5. However, this 
is not as a rule necessary, unless for the 
purpose of covering some adjacent suppur- 
ating or recent wound. 

In the sterilization of the skin, the value 
of antiseptic soaps and of spirits of soaps, 
as shown by Post and Nicholl, by Schum- 
berg, and by Lenzmann, should be kept in 
mind ; but the skin should be allowed to dry 
before iodine solutions are applied, as these 
will not penetrate and, in the case of the 
tincture, irritate the skin. It is believed 
that the carbon tetrachloride-iodine solution 
is an efficient substitute for the tincture of 
iodine in the preparation of the skin for 


operation. 





a 
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AMERICAN PRACTICE OF SuRGERY. By Joseph D. 
Bryant, M.D., LL.D., and Albert H. Buck, 
M.D. Illustrated. Volume Eight. William 
Wood & Co., New York, 1911. 

This, the eighth and last volume of the 
American Practice of Surgery, is devoted 
to the Thoracic Organs, the Spleen, the 
Kidneys and Ureters, the Pancreas, Liver, 
Gall-bladder and Biliary Passages, the Sur- 
gical Diseases, Wounds, and Malformations 
of the Urinary Bladder and the Prostate; 
Surgery of the Ovaries and Fallopian 
Tubes; The Uterus and its Ligaments; 
Extra-uterine Pregnancy; The Cesarian 
Section and its Substitutes ; The Law in its 
Relation to the Practice of Surgery; Ad- 
ministrative Surgical Work, with an ap- 
pendix on the Relation of Blood-pressure 
to Surgery; with a General Index to the 
entire series. 

In the various sections of this work 
Stewart’s contribution on Surgery of the 
Pancreas, Liver, and Gall-bladder, and 
Ferguson's contribution on Surgery of the 
Urinary Bladder and Prostate, and Surgery 





of the Uterus and its Ligaments contributed 
by Murphy and Lynch are particularly 
noteworthy. 

Stephen Smith and Sidney Smith have 
most serviceably condensed and clearly ex- 
pressed the simple obligation of surgeon 
and patient. Holmes has particularly dis- 
cussed Hospitals and Hospital Manage- 
ment. 

To Military and Naval Surgery have 
each been devoted sections. The General 
Principles of Administrative Railroad Sur- 
gery have been laid down by Hutchinson 
in a way with which every railroad surgeon 
should be familiar. 

The book closes on a thoughtful and 
suggestive section by Sweet on the Relation 
of Blood-pressure to Surgery. This vol- 
ume, as is the case with its predecessors, 
fails in the main to give a complete and 
comprehensive covering of the subjects 
considered. The work as a whole cannot 
be regarded as in any way encyclopedic or 
even in all respects as essentially modern. 
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Many of the individual articles are beyond 
criticism, and for their sake alone the sys- 
tem is one which should form a part of the 
practitioner's library. In all cases it will be 
found a safe and efficient guide certainly 
for the practitioner; moreover, one in 
which all he seeks is readily obtainable. 


Joint Tupercutosis. By Leonard W. Ely, M.D. 
Illustrated. William Wood & Company, New 
York, 1911. 

The author observes that the astounding 
differences of opinion in all matters relat- 
ing to joint tuberculosis make the compre- 
hension of the subject extremely difficult. 
He gives his views, which he states are 
based upon a fairly wide clinical experience 
as well as upon laboratory work, and that in 
many instances the stained slides will be 
found to substantiate them. 

The author observes that the present 
treatment of joint tuberculosis is almost en- 
tirely empirical, that the widest differences 
of opinion exist as to the interpretation of 
the phenomena of the disease, and few facts 
have been established beyond peradventure. 
The diversity in the last analysis depends 
upon ignorance. Joint tuberculosis is de- 
fined as a reaction of the tissues in or 
about a joint, or of some of them, to the 
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presence of tubercle bacilli and of their 
toxins. As to the tissue involved, the au- 
thor holds that the bone and the synovial 
membrane offer the field for primary in- 
vasion, refusing entirely to accept Nichol’s 
contention that synovial disease is rarely 
In the 
cases with synovial origin the tubercle is 


an-extension from that of the bone. 


formed in the membrane itself, since the 
synovia may be badly diseased and still 
have a smooth, healthy looking surface. 

After a very illuminating chapter upon 
Pathology, the question of diagnosis is con- 
sidered at length, with particular reference 
to the various tests and differentiation. 
The subject of treatment is generally con- 
sidered, especial enthusiasm being mani- 
fested for Beck’s paste. 

The second part of the work is devoted 
to the Spine, the Hip, the Knee, the Ankle, 
the Shoulder, Sacroiliac Joint, the fingers 
and toes being taken up in detail. There is 
an appendix dealing with some pathological 
processes in tuberculosis, with side-lights 
on the pathology, and some outline his- 
tories. 

To those interested in the pathology of 
joint lesions, and particularly in the newer 
thought on this subject, this book will 
prove serviceable. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 


The great event of the year is over, and 
now that the crowning of King George is 
a matter of history we can follow our 
usual pursuits without the danger of being 
continually held up by processions and cere- 
morials of various kinds. The actual scene 


in the Abbey itself on Coronation Day 
seems to have surpassed all expectations 
in the way of grandeur and of faithfulness 
to historic precedent, but the crowds who 
viewed the procession from the streets most 
certainly did not come up to expectations. 


The police had made preparations for deal- 
ing with a record throng, and had issued 
elaborate warnings and regulations, so elab- 
orate that they overreached themselves, 
and the public were in consequence fright- 
ened away, and nowhere on the route was 
there a really great crush. There was, 
however, no lack of enthusiastic loyalty, and 
the absence of crowding insured those spec- 
tators who were bold enough to venture 
into the streets a good view of the pro- 
ceedings without any discomfort. Owing 
to the slump in seats during the last fort- 
night or so the speculators lost large sums 
of money, in some cases running into thous- 














ands of pounds. Seats for which seven or 
eight guineas had been refused a short time 
previously were sold on the eve of corona- 
tion for as many shillings. These specula- 
tors are not likely to receive much sym- 
pathy, as their misfortunes are solely due 
to their attempts to extort high prices and 
to fleece the public. 

No change of any great importance has 
taken place in the attitude of the medical 
profession toward the Chancellor’s Nation- 
al Insurance Bill during the past month. 
The pitched battle is yet to come, and 
meanwhile the doctors are making prepara- 
tions and uniting themselves into a com- 
pact and united army. Indeed, nothing is 
more surprising than the unanimity with 
which the members of an apparently unor- 
ganized profession have rallied to the sup- 
port of the British Medical Association, 
and have promised to abide by the policy 
of that body. Mr. Lloyd-George is prepos- 
ing to force this bill through Parliament by 
means of the guillotine closure method, and 
though, of course, it is possible for him, 
with a big majority at his back, to carry the 
measure through the Commons, yet the bill 
cannot become workable until the demands 
of the medical profession have been met 
on an equitable basis. 

A report has been issued by the Local 
Government Board dealing with the mys- 
terious outbreak of Asiatic plague which 
occurred last autumn in Suffolk. It is true 
that only four persons, all of whom died, 
were known to be infected, but the discov- 
ery of many infected rats and hares in the 
neighborhood gave rise to great uneasiness. 
War was declared against the rodents and 
their wholesale extermination was attempt- 
ed, but it is not surprising to learn that 
the campaign fizzled out ingloriously when 
no further cases of human infection occur- 
red. The evidence indicated that rat plague 
had been present for some years in East 
Suffolk, but that during that time there 
have been only three very limited outbreaks 
of probable human plague, showing that 
the infection was only an accidental phe- 
nomenon. Now news has come to hand that 
plague-infected rats have been discovered at 
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Wapping on the banks of the Thames. This 
news will probably give an impetus to the 
movement to exterminate rats, but under 
modern sanitary conditions. there is happi- 
ly every hope that the outbreak will prove 
to be strictly limited and of short duration. 

The question of making provision for 
advanced cases of tuberculosis is one that 
is*apt to be overlooked while such an 
amount of attention is drawn to the necssi- 
ty of providing sanatorium accommodation 
for curable cases. Yet looked at from the 
point of view of prevention the advanced 
cases are the more important. They are 
usually cared for in crowded homes under 
bad conditions, to the great danger of their 
relatives. The city of Dublin is attempting 
to deal with ths problem by greatly extend- 
ing their Hospital for Incurables and so 
providing greater accommodation for ad- 
vanced tubercular cases. If Dublin is re- 
warded by a fall in the incidence rate of 
tuberculosis, we may hope that other cities 
will be induced to follow its good example. 

July 3 saw a fine review by H. M. the 
King of the various contingents of the 
Officers’ Training Corps in the Great Park 
at Windsor. More than 18,000 cadets took 
part in this inspection, of whom about one- 
third belonged to the senior division, and 
the remainder to the junior divisions. The 
seniors are drawn from the universities and 
the juniors from the public schools. Cadets 
had journeyed from Scotland and Ireland 
to take part in parade, traveling all night, 
and returning in the evening and night, 
after it was all over. All arms were rep- 
resented—cavalry, artillery, infantry, army 
service corps, medicals, even to a wireless 
telegraphy section. The King, who was 
accompanied by the Queen and some mem- 
bers of the royal family and a numerous 
retinue of military and foreign dignitaries, 
rode round and inspected the various bri- 
gades, and then the march past took place, 
the senior division leading, followed by the 
juniors. After this there was a general 
advance of the senior division in review or- 
der. The whole ceremony took just two 
hours. Somewhat less than half the 
strength of the Officers’ Training Corps 
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was present, so it is obvious that at present 
the movement is successful. It remains, 
however, to be seen how any of the cadets 
will re-engage after three years’ service 
and opinions are very divided as to the 
future. To-morrow will see a finer sight, 
as about 40,000 Boy Scouts will parade on 
the same ground for inspection by His 
Majesty. They are mostly little fellows 
under the age of fifteen, and are drawn from 
some of the poorest neighborhoods. It will 
be a very fine sight, however, and the move- 
ment is certainly popular. 

The list of coronation honors included 
several well-known medical men. Perhaps 
the most interesting to your readers refers 
to the baronetcy which has been conferred on 
Professor William Osler, Regius Professor 
of Medicine in Oxford University. He 
certainly deserves an honor for the good 
work he has done in America and is still 
doing at Oxford. The medical school there 
is seeing brighter days, and a part of its 
success is to be attributed to the interest 
he takes in its welfare. The degree grant- 
ed in Public Health seems to be growing in 
popularity and will in time rival that given 
by Cambridge. Similar honors have been 
conferred on Mr. Butlin and Dr. Goodhart. 
The former is a very energetic president 
of the Royal College of Surgeons as well 
as having been a successful surgeon and 
one who takes an important and firm posi- 
tion in medical politics at the present time. 
Dr. Goodhart is best known for his work 
in connection with the diseases of children, 
on which subject he wrote one of the ear- 


THE THERAPEUTIC GAZETTE. 


liest text-books. A number of other med- 
ical men have received honors of a lesser 
degree, and of these the greater number 
are connected with the public services. The 
C.B. conferred on Lieut.-Colonel James is 
well deserved. He has for many years tak- 
en great interest in the medical training of 
the volunteer and territorial forces, and 
though now retired from the regular 
service still retains that interest, and each 
year goes out into camp with some of the 
contingents and there superintends their 


training. 
The annual medical golfing tournament 
proved more popular than ever this year. 


It was held over the new course at Edgware. 
Owing to the proximity of this course to 
London and the ease with which it can be 
reached, there was a large muster, if any- 
thing too large. A local rule prohibits 
couples starting from the first tee till the 
former pair are off the first green. The 
first hole is a long one, and the strict en- 
forcement of this rule resulted in a long 
wait on the first tee—indeed, some of the 
couples did not get away till well after 2 
p.M. As the result of this many were 
unable to play in the second round, which 
consisted of a foursome sweepstake against 
bogey. This naturally caused some disap- 
pointment, and as no foursome was allowed 
to start before the last couple in the sin- 
gles had gone off, the early birds did not 
reap the advantage they anticipated. Al- 
though there was some disappointment and 
a little grumbling, we had a fine and pleas- 
ant day, and the lunch was excellent. 





